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THE IMPLICATIONS OF SOCIOECONOMIC STATUS 
AND A USUAL SOURCE OF CARE 
FOR THE HEALTH AND HEALTH CARE EXPERIENCES 
OF ELDERS WITH CHRONIC ILLNESSES 
by 
Michelle L. Stransky 
University of New Hampshire, December 2011 
Recently developed models of health care provision have promoted the relationship 
between providers and patient for improving care continuity and coordination. This may be 
especially important for the growing population of elders, who often have fragmented care 
because of multiple chronic illnesses. Previous research shows that elders who have a usual 
source of care (USC) have better health and health care experiences than other elders. 
However, research has rarely considered whether the benefits of USCs may be affected by the 
elder's socioeconomic status (SES), their levels of chronic illness, or various provider 
characteristics. 
This dissertation utilizes the 2007 Medicare Current Beneficiary Survey to examine the 
impact of SES and USC characteristics on the health, health care utilization, and processes of 
care. Among all elders, having a USC was associated with better processes of care, but not 
better health. Among elders who have a USC provider, there were no differences in the 
outcomes of elders based on the type of USC provider. The relationship between length of 
provider-patient relationship and health-related outcomes were unclear. Among all elders, higher 
SES elders reported better outcomes than did lower SES elders; however, SES did not impact 
the health care experiences of elders with a USC provider. The influence of SES was not 
mediated by USC or chronic conditions. 
The conditional impact of chronic conditions was also examined. Higher SES elders 
reported better self-rated health than did lower SES elders for each additional chronic condition. 
x 
Elders who had a USC had lower declines in satisfaction with access to care for each additional 
chronic condition than did elders who did not have a USC. 
In conclusion, the USC seems important but insufficient for good health and health care 
experiences. Elders who have a USC report better processes of care, which are associated with 
improved health care utilization and health outcomes. However, having a USC does not reduce 
the influence of SES on the outcomes examined among all elders; higher SES elders report 
better health and health care experiences compared to lower SES elders even when the 




This dissertation examines the health and health care experiences of elders in the United 
States. First, it proposes that elders' health and health care experiences vary by their 
socioeconomic status (SES). Second, it examines whether health and health care experiences of 
elders are influenced by whether or not they have a place or person that they usually see for their 
health care, here termed a usual source of care (USC). It also addresses whether, among elders 
who have a USC provider, these outcomes vary by the type of provider and length of provider-
elder relationship. In order to examine the impact of SES and presence and/or characteristics of 
a USC on health and health care experiences, this dissertation utilizes the 2007 Medicare Current 
Beneficiary Survey (MCBS). 
Theoretical Framework 
This dissertation draws on 2 theoretical frameworks. First, it utilizes the theory of 
fundamental causes proposed by Link and Phelan and colleagues (Link and Phelan 1995; Lutfey 
and Freese 2005; Phelan et al. 2004; Phelan, Link, and Tehranifar 2010) and public health 
models (Marmot 2006) that suggest that higher SES elders will have better health and health care 
experiences. Second, it utilizes theories that explain how social class delineations can be clearly 
seen through styles of life (Bourdieu 1984 [1979]; Cockerham 2007). This dissertation proposes 
that higher SES elders benefit may more from having a USC provider than do lower SES elders 
because they are more similar to their providers and can more effectively utilize this resource 
than can lower SES elders. 
This dissertation also uses Andersen's (1995; 2008) Behavioral Model of Health Services 
Utilization. This model is not tested, but is rather used as an organizing framework for the 
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proposed relationships between SES, presence and characteristics of a USC and health and 
health care experiences. 
Rationale 
The purpose of this dissertation is to explore the impact of SES and presence and 
characteristics of a USC on the health and health care experiences of elders. A recently 
developed model of medical practice, the medical home (American Academy of Family 
Physicians et al. 2008; American Academy of Pediatrics 2002; American College of Emergency 
Physicians 2009), is centered upon the relationship between providers and patients. 
Relationships with a USC are expected to improve care coordination and health outcomes, which 
are key to addressing current and future national concerns about the aging population and costs 
of health care. Coordination of care and is especially important for elders, given that many elders 
often have multiple chronic conditions (Federal Interagency Forum on Aging-Related Statistics 
2010; Vogeli et al. 2007) that require treatment from a variety of health care providers (Pham et 
al. 2007). Yet whether these models unintentionally benefit higher SES elders has yet to be 
examined. 
Research Objectives 
The goals of this dissertation are to determine whether: 
1. the health and health care experiences of elders vary by SES, taking into account experiences 
with the health care system, sociodemographic characteristics, and chronic conditions. 
2. the health and health care experiences of elders vary by whether elders have a USC, taking 
into account SES, experiences with the health care system, sociodemographic characteristics, 
and chronic conditions. 
3. higher SES elders benefit more from having a USC provider than do lower SES elders. 
4. the impact of SES and presence or characteristics of a USC are dependent upon the number 
of chronic conditions that elders report having. 
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Chapter Overview 
This dissertation is divided into 6 chapters. The following section provides a brief 
overview of the materials presented in each chapter. 
Chapter 2 presents the background and purpose of dissertation, as well as a review of 
the literature. The first section discusses the changing nature of the provider-patient relationship 
and how these relationships are impacted by SES and Medicare. A diagram showing the 
hypothesized linkages between these concepts is shown. This chapter then reviews the literature 
on the influence of SES and the presence of a USC on health and health care experiences. It 
ends by summarizing the reviewed literature and presenting the research questions that guide 
this dissertation. 
Chapter 3 presents the methods used to examine the relationships between SES, 
presence and characteristics of a USC and health and health care experiences. It discusses the 
data set used to examine these relationships (the MCBS) and analytic samples delineated from 
this data set. It then discusses how the concepts used in this dissertation are measured. Finally, 
this chapter outlines the statistical methods used to explore the proposed relationships. 
Chapter 4 reports results concerning the effects of both SES and presence of a USC on 
health and health care experiences. Specifically, it examines whether elders who have a USC 
provider or a USC place, have better health and health care experiences than do elders who 
have no USC. 
Chapter 5 reports results regarding the effects of SES and characteristics of a USC 
provider on health and health care experiences among elders who have a USC provider. 
Specifically, it examines whether the type of USC provider (generalist or specialist) and the length 
of the provider-elder relationship impacts health and health care experiences. 
Finally, Chapter 6 places the relationships between SES, presence and characteristics of 
a USC, and health and health care experiences reported in Chapters 4 and 5 in the context of 
previous studies and the larger social context discussed in Chapter 1. In doing so, it discusses 
the overall impact of SES as well as the presence and characteristics of a USC on health and 
health care experiences. It also discusses the limitations of this research and future directions for 
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research. Finally, it discusses the implications of these findings for health care policy and 
practice. 
CHAPTER 2 
BACKGROUND AND LITERATURE REVIEW: 
SOCIOECONOMIC STATUS AND PRESENCE OF A USUAL SOURCE OF CARE 
Over the Iast10 years, the health care system has placed increased emphasis on the 
importance of primary care health care providers. The medical home, a recently developed 
practice model, is supported by a number of physicians groups and is based upon the idea that 
having a primary care provider will improve care coordination and address patients' health 
problems in the context of the person's social context (American Academy of Family Physicians 
et al. 2008; American Academy of Pediatrics 2002; American College of Emergency Physicians 
2009). This care pattern is especially important for persons with chronic illnesses, whose care is 
often fragmented and who would benefit from someone overseeing the variety of care that they 
need and receive (Blue Ribbon Panel of the Society of General Internal Medicine 2007; 
Bodenheimer and Berry-Millett 2009). These models, then, are especially important for meeting 
the needs of elders, who often have multiple chronic illnesses (Federal Interagency Forum on 
Aging-Related Statistics 2010; Vogeli et al. 2007) and who comprise an ever-growing part 
population (Federal Interagency Forum on Aging-Related Statistics 2010). Elders made up 
approximately 39 million Americans in the U.S. in 2008 and are expected to include 72 million 
Americans by 2030 (Federal Interagency Forum on Aging-Related Statistics 2010).However, the 
relationships between providers and patients exist within the context of the social world, that not 
only impacts access to a relationship with a provider but also plays an important role in 
determining the value of that relationship for health and health outcomes. 
This dissertation examines the impact of social and health care system factors on the 
health and health care experiences of elders in the U.S. As depicted in Figure 1, it assesses the 
impact of SES and the presence of a USC on health and health care experiences of elders. Two 
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measures of health are utilized in this research: self-rated health is used as a final outcome 
variable and chronic conditions are included as predictor of 'need' for health care services 
(Andersen 1995; Andersen 2008). Two categories of measures are used to assess health care 
experiences: health care utilization and processes of care. First, health care utilization is 
measured by the likelihood of at least one emergency department visit and at least one inpatient 
hospitalization as well as the number of office visits. Second, processes of care are measured by 
a variety of measures assessing access to care (for example, whether or not elders had delayed 
care in the last year due to cost) and satisfaction with care (for example, satisfaction with the 
global quality of their care). 
This dissertation assesses the proposed relationships between SES, USC, and health 
and health care experiences among 2 sets of elders. First, it explores the impact of SES and 
presence of a usual health care provider on self-rated health, health care utilization, and 
processes of care among all elders. Second, it explores the impact of SES and usual provider 
characteristics on the aforementioned outcomes among elders who have a usual health care 
provider. This dissertation also examines the potential interactions between SES and USC 
characteristics (denoted by the dashed lines in Figure 1), SES and chronic conditions (denoted by 
the dashed lines in Figure 2), and USC characteristics and chronic conditions (denoted by the 
dashed lines in Figure 2). The remainder of this chapter describes previous research on the 
relationships among these measures. 
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Figure 1. Proposed Relationships between Health and Health Care Experiences on Socioeconomic Status and Usual Source of Care 
Socioeconomic Status 
(SES) 
Usual Source of Care (USC) 
Presence of a USC 
USC Characteristics 
Health Service Utilization 
Inpatient Hospital Stays 
Emergency Department Visit 
Office Visit 
Self-Rated Health 
Solid lines indicate direct relationships between predictors and health and health care experiences; dashed lines indicate interactions 
between predictors and health and health care experiences. 
Figure 2. Interactions between SES, USC and Chronic Conditions Proposed to Impact Health and 




Usual Source of Care 
(USC) 
Health and Health Care 
Experiences 
Process of Care 
Health Care Utilization 
Self-Rated Health 
J 
1Solid lines indicate direct relationships between predictors and health and health care 
experiences; dashed lines indicate interactions between predictors and health and health 
care experiences. 
The Changing Nature of the Provider-Patient Relationship 
The relationship between patients1 and providers has changed over the last 50 years. 
Until the 1970s, physicians were viewed as the experts and authority on illness (Boyer and Lutfey 
2010; Light and Levine 1988; May and Mead 1999; May et al. 2004; McKinlay and Marceau 2002; 
Parsons 1951; Parsons 1975; Starr 1982; Timmermans and Oh 2010). Since then, physicians 
have lost some degree of authority due to a number of factors, including changes to insurance 
arrangements (whereby some physicians became employees of insurance companies) and the 
rise of other medical professionals, for example, nurses and physicians' assistants (thus the use 
of the term 'health care provider' instead of 'doctor' or 'physician') among other things (Boyer and 
Although patients are commonly referred to as 'consumers' or 'clients' in current practice, this 
dissertation utilizes the traditional terminology throughout in order to clarify the roles of the person 
seeking medical care and the person providing or managing medical care. The use of this terminology is 
not meant to imply that patients are passive (Parsons 1951; Parsons 1975). 
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Lutfey 2010; Light and Levine 1988; McKinlay and Marceau 2002; McKinlay and Marceau 2008; 
Starr 1982; Timmermans and Oh 2010). Medical care has become more patient-centered and 
patients have had the opportunity to take on more empowered and active roles in their care 
(Boyer and Lutfey 2010; May and Mead 1999; May et al. 2004; May 2007). In light of these 
changes, quality of health care is often measured based on patient satisfaction with the 
negotiated, cooperative relationship they have with their provider in order to meet, on the one 
hand, health care service goals, and, on the other, patients' understanding of their health and 
health needs (Chew-Graham, May, and Roland 2004; May and Mead 1999; May et al. 2004).2 
Recently developed practice models (American Academy of Family Physicians et al. 
2008; American Academy of Pediatrics 2002; American College of Emergency Physicians 
2009)make evident the belief that the relationship between providers and patients is important for 
better health and health care outcomes (Boyer and Lutfey 2010; May et al. 2004). Yet, recent 
sociological scholarship has claimed that the interactions between patients and providers can no 
longer be termed 'relationships' because of the changes in provider authority and the external 
constraints placed on the relationships between providers (McKinlay and Marceau 2008; Potter 
and McKinlay 2005). Some authors have argued that the "depth and history" implied by the term 
'relationship' no longer represents the time-limited and otherwise constrained interactions 
between providers and patients (Potter and McKinlay 2005:466). Whether these interactions truly 
reflect traditional 'relationships' or are better described as bureaucratic 'interactions' requires 
further research and the term 'relationship' will be used throughout this dissertation to describe 
the link between providers and patients. 
2
 Health care quality can be measured in a variety of ways at the micro-level, for example, patient 
satisfaction and whether providers and patients meet recommended clinical practice guidelines (Agency 
for Healthcare Research and Quality 2005). This dissertation assesses only one micro level measure of 
quality - patient satisfaction - because it is interested in how patient perceptions of their interactions 
with health care provider result in different health care experiences and ratings of health. 
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Provider-Patient Relationships in the Context of Socioeconomic Status 
The idea that the relationship between a provider and patient impacts health extends a 
body of work that acknowledges the impact that diverse social factors have on health outcomes 
(for example, see Durkheim 1951 [1897]; see also Cockerham 2007; Link and Phelan 1995; 
Marmot 2006). Social factors— like age, sex, race, and SES— are often understood as distal 
factors that put people at risk for more proximal behavioral factors, which in turn directly impact 
health (Cockerham 2007; Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan 
et al. 2004; Phelan, Link, and Tehranifar 2010). Proximal factors include both behavioral 'risk' 
factors, like whether people smoke or eat a healthy diet, and resources that may assist in 
avoiding bad health outcomes, like access to a usual source of care (USC) (Link and Phelan 
1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 
2010). However, scholars have cautioned that focusing on proximal factors undermines the 
fundamental3 relationships between social factors and health; this is particularly important given 
that behavioral factors cannot explain away the link between distal social factors and health (Link 
and Phelan 1995; Lutfey and Freese 2005; Phelan et al. 2004; Phelan, Link, and Tehranifar 
2010). 
This dissertation specifically focuses on the impact of SES and presence and/or 
characteristics of a USC on health and health care experiences. In research, the primary care 
provider is often characterized as a USC. A USC can be a place (like a doctors' office, clinic, or 
emergency department) or a provider (generalist or specialist physicians or non-physician 
providers) from whom patients generally receive health care. Studies have consistently shown 
that more than 90% of elders have a USC place or provider (Cohen et al. 1997; DeVoe et al. 
2008; lezzoni et al. 2002; Rangel et al. 2005; Rohrer, Kruse, and Zhang 2004). Weiss and 
3
 These scholars use the term "fundamental" to denote the fact that these same social factors have 
impacted health throughout history (Link and Phelan 1995; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010). For example, as Link and Phelan (1995) discuss, low SES was associated with diseases of 
sanitation, like tuberculosis, in the nineteenth century and is associated with diseases of lifestyle, like 
cardiovascular disease, now. This dissertation does not assess this meaning of the term "fundamental 
cause"; instead, it focuses on the impact of SES on health, health care experiences, and health resources 
(relationships with a USC) at one point in time (old age). 
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Blustein (1996) found that the majority of elders who had a USC reported having a USC provider. 
Elders who did not have a USC reported that they were rarely ill (Weiss and Blustein 1996) or 
that they did not need a doctor (Cohen et al. 1997). Elders, especially because of the likelihood 
that they have chronic conditions, may benefit from long-term care relationships (Blue Ribbon 
Panel of the Society of General Internal Medicine 2007) and coordination because care continuity 
may decrease fragmentation that results from the prevalence of chronic health conditions 
(Donaldson 2001; Jee and Cabana 2006; Saultz and Lochner 2005; Vogeli et al. 2007). 
SES is a multidimensional concept that describes ones' place in the social hierarchy 
based on occupational prestige, income and wealth, and educational achievement (Lutfey and 
Freese 2005; Weber 1946 [1921]). Previous research has found a stable relationship between 
SES and health, called the SES-health gradient, whereby those with higher SES have better 
health (Cockerham 2007; Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan 
et al. 2004; Phelan, Link, and Tehranifar 2010). This relationship persists regardless of 
behavioral and lifestyle factors and for a variety of health outcomes (Cockerham 2007; Link and 
Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010). However, there is no consensus as to which measures of SES (which is 
traditionally measured by income, education, and occupation, although other measures, including 
wealth and homeownership have been used) best reflect social class (for example, see the 
variety of measures described by Krieger, Williams, and Moss 1997). 
One reason for the consistency of the relationship between health and SES in the face of 
equal resources may be due to factors associated with SES that are less quantifiable. 
Specifically, SES is associated with one's lifestyle, including beliefs and behaviors that are 
difficult to parse into measures (Bourdieu 1984 [1979]; Cockerham 2007). In his classic work, 
Bourdieu (1984 [1979]) writes that lifestyles are practical ways of understanding the differences 
between people of different occupational, educational, and income status. These lifestyles reflect 
ways of understanding and interacting with the world and can be readily seen through different 
tastes in art and music (Bourdieu 1984 [1979]). Cockerham (2007) extends this description into 
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health lifestyles and cites these differences as one reason that equal access to medical care 
cannot eliminate differences in health. 
These lifestyle differences have implications for both health and for interactions with 
health care providers. First, these diverse and class-distinguishing lifestyles influence the 
knowledge that patients will have about their health and health care and ways of avoiding certain 
risks (Link and Phelan 1995; Marmot 2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 
2010). Second, these lifestyles impact the relationship between providers and patients because 
higher SES patients may share more characteristics with their providers and be better able to 
negotiate (in terms of the goals of health care and the role of the provider as expert versus 
knowledgeable companion) with their physicians, which scholars have identified as an important 
part of the empowered patient-provider relationship (Chew-Graham, May, and Roland 2004; May 
and Mead 1999; May et al. 2004). Also, it is possible that higher SES patients are more likely to 
share an understanding or acceptance of (biomedical) models of health with their providers, 
which makes interacting with providers easier and more productive compared to relationships 
where patients and providers have vastly different ways of understanding health (May et al. 
2004). Consequently, some scholars have cautioned that providers are ill-equipped to address 
the psychosocial issues that accompany some diseases, especially chronic diseases (Chew-
Graham, May, and Roland 2004). In these situations, the promise of the models that view the 
relationships between providers and patients as central to health outcomes may unwittingly 
benefit higher SES elders who are better able to negotiate with their providers. 
Elders. SES. and the Provider-Patient Relationship 
For elders, the relationships discussed above are somewhat complicated by Medicare. 
Medicare is divided into 4 parts (Centers for Medicare and Medicaid Services 2010). Part A 
covers hospital stays, skilled nursing care, hospice care, and home health care and is financed 
through payroll deductions.4 Part B is an optional addition to Medicare that is financed through 
4
 There are some exceptions to this, such as when elders did not pay Medicare taxes while they were 
working. 
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monthly premiums and covers outpatient and physician services, and some home health care. In 
2010, Part B costs ranged from $110.50 and $353.60 per month based on income (Centers for 
Medicare and Medicaid Services 2010). Furthermore, the deductible costs associated with Parts 
A and B can be substantial; for example, elders must pay an $1,100 deductible for 
hospitalizations during the first 60 days of the benefit period and an additional $275 per day for 
hospitalizations during the 61s t and 90th days of the benefit period (Centers for Medicare and 
Medicaid Services 2010). Thus, Medicare contains substantial costs associated with health care 
service use for elders, especially those who have low incomes. Part C is an optional private pay 
health insurance formation through which a private health insurance company covers all 
Medicare, and usually some additional, services. Part D covers some prescription drug costs. 
Medicare beneficiaries can also qualify for Medicaid if they meet the low income requirements or 
purchase additional supplementary plans. 
When Medicare was initially developed, it was designed to address acute conditions, 
which were the common causes of death and illness. As health concerns (overall and specifically 
among elders) have shifted from acute to chronic conditions, Medicare has been unable to 
adequately address the needs of a chronically ill population (Berenson and Horvath 2003). 
Vogeli et al. (2007) report that 62% of Americans elders have more than one chronic illness; by 
the year 2020, this will represent approximately 81 million people. In 2005-2006, more than 50% 
of community-dwelling elders reported being diagnosed with hypertension, about 30% reported a 
diagnosis of heart disease, and nearly 50% reported having arthritis (Federal Interagency Forum 
on Aging-Related Statistics 2008). People with multiple chronic conditions see a variety of (body 
system) specialists to manage each of their chronic conditions (Blue Ribbon Panel of the Society 
of General Internal Medicine 2007). Because of fragmentation, these conditions are often treated 
by separate physicians and no one manages or assesses a patients' overall health or how the 
present conditions interact, which has historically been the role of a generalist provider (Blue 
Ribbon Panel of the Society of General Internal Medicine 2007). In addition, although Medicare 
itself does not cover elders to have an annual physical exam5 with their USC, which would seem 
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especially important given the prevalence of chronic conditions among this age group and recent 
models of medical care delivery (American Academy of Family Physicians et al. 2008; American 
Academy of Pediatrics 2002; American College of Emergency Physicians 2009); however, elders 
who purchase Part C (Medicare delivered through a private health insurance company) may be 
assigned a USC provider and be covered for an annual physical exam (Centers for Medicare and 
Medicaid Services 2010). Nonetheless, Part C requires elders to purchase special coverage and 
may thus separate elders who can afford additional coverage from those who cannot. Overall, 
because Medicare does offer health insurance to elders who may not be able to afford health 
insurance, it has been shown to reduce disparities in health care related to SES (Card, Dobkin, 
and Maestas 2004). 
Thus, while Medicare may somewhat mitigate the impact of SES on health by improving 
access to care for previously uninsured elders, it was not designed to eliminate differences based 
on SES. For one thing, elders with lower SES are less able to afford additional visits to 
specialists or private supplemental insurance policies that would cover care management 
provided by a USC. Second, previous research has shown that Medicare cannot eliminate an 
entire lifetime of educational, occupational, and income disparities. Support has been found for 
the cumulative advantage hypothesis, which states that the advantage that elders have gained 
from high SES is maintained throughout the life course (Kim and Durden 2007; Schollgen, 
Huxhold, and Tesch-Romer 2010; Smith 2005; Willson, Shuey, and Elder 2007; Young 2004). 
For example, higher SES elders may have engaged in better health behaviors throughout their 
life course (for example, exercising, not smoking, etc.) and therefore may be less likely to be 
diagnosed with certain chronic conditions (like hypertension) than lower SES elders who engaged 
in worse health behaviors. In contrast, less evidence has been found in support for the age-as-
leveler hypothesis, which posits that SES differences are subsumed by the processes of physical 
degradation, frailty, and ill health that occur during old age regardless of SES (Kim and Durden 
5
 In 2007 (the year of data being examined), Medicare did not cover annual physical exams for enrollees; 
only an enrollment physical was covered (Centers for Medicare and Medicaid Services 2010). However, 
Medicare began covering annual physical exams beginning in 2011 under the provisions of the Patient 
Protection and Affordable Care Act (PPACA) (The Henry J. Kaiser Family Foundation 2010). 
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2007; Schollgen, Huxhold, and Tesch-Romer 2010; Willson, Shuey, and Elder 2007). According 
to this theory, once people reach old age, a lifetime worth of SES advantage cannot overcome 
the physical breakdown of the body and health associated with old age. Therefore, although 
previous studies have shown that the impact of SES on health is attenuated in old age, the 
relationship between SES and health does not disappear (Kim and Durden 2007; Robert and 
House 1996; Schollgen, Huxhold, and Tesch-Romer 2010; Willson, Shuey, and Elder 2007). In 
conclusion, the relationships discussed previously (between SES, presence of a USC, and 
health) are made more complex, but not undermined, by Medicare. Although Medicare increases 
access to care, it was designed as a payment system, not a system of care continuity and 
coordination that would overcome SES-based inequalities. 
Theoretical Framework 
This dissertation is guided by Andersen's (1995; 2008) Behavioral Model of Health 
Services Utilization. Although I do not formally test the validity of model, it is a useful framework 
for organizing the relationships between health and health care experiences, SES, and presence 
of a USC. Andersen (1995; 2008) cautions that his model is multidirectional (for example, that 
health impacts utilization and that utilization impacts health); however, because the data used in 
this dissertation are cross-sectional, these relationships are regarded as unidirectional. The 
model, which was originally proposed in the 1960s to explain the health service utilization of 
families (Andersen 1995), highlights the impact that contextual and individual levels factors have 
on health and health care experiences. 
This dissertation focuses on individual level characteristics, health behaviors, and 
outcomes. Andersen (1995; 2008) identifies 3 types of individual level factors: predisposing 
characteristics, enabling characteristics, and needs. Predisposing characteristics include 
demographic characteristics and are measured by SES, age, and sex in this dissertation. 
Enabling characteristics include financial and organizational characteristics and are measured by 
the presence of a USC, provider continuity, and provider type here. Need characteristics include 
perceived or evaluated need for health care services and are measured by the presence of 
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chronic conditions in this dissertation. Health behaviors include health practices, processes of 
medical care, and use of health services. This dissertation focuses on the latter 2 constructs; 
processes of medical care are measured by perceptions of satisfaction with and access to care 
while utilization of health services are measured by inpatient hospital stays, emergency 
department visits, and office visits in this dissertation. Andersen (1995; 2008) proposes 
perceived and evaluated health and consumer satisfaction as outcomes; the final outcome 
measure in this dissertation is perceived health. As discussed in the literature review below, 
perceived health is a multidimensional concept that takes into account biological, social, and 
psychological aspects of well-being (Benyamini et al. 2000; Guindon and Cappeliez 2010; Idler, 
Hudson, and Leventhal 1999; Pinquart 2001). 
This dissertation does not assess all potential inputs into assessments of health. Instead, 
it focuses on the ways that interactions with the health care system impact health. This 
dissertation also does not examine contextual factors, which include population characteristics, 
like the proportion of the population that is over the age of 64, health policies, or the geographic 
distribution of health care services but instead focuses attention on individual-level 
characteristics. 
Review of the Literature 
This dissertation assesses the impact of SES and the presence of a USC on health and 
health experiences of elders in the United States. For the purposes of this dissertation, health is 
defined in 2 ways: (1) chronic conditions and (2) self-rated health; health care experiences are 
defined by utilization and processes of care. The 2 measures of health examined in this 
dissertation are utilized differently; self-rated health is examined as a final outcome variable, while 
the presence of chronic conditions is explored as a predictor perceived need for health care 
experiences. Health care utilization is measured by inpatient hospital care, emergency 
department visits, and office visits; processes of care are measured by satisfaction with and 
access to care. 
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Several core issues will be evident from the research discussed below. First, as 
expected given previous research (Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; 
Phelan et al. 2004; Phelan, Link, and Tehranifar 2010), health differs by SES, despite the 
presence of health insurance. Second, elders who have a USC seem to have better health and 
health care experiences than elders who do not have a USC. Third, health and health care 
experiences interact multidirectionally; for example, elders who have chronic conditions may 
require more visits with their practitioner, which, in turn, impact self-ratings of health. Because 
this dissertation utilizes cross-sectional data that cannot determine causality; health is assessed 
as both a predictor (through assessment of chronic conditions) and a final outcome (self-rated 
health) of health care experiences.6 
Despite the consistency of these findings presented below, this body of literature is 
limited. First, some studies of processes of care utilize small qualitative samples whose findings 
cannot be generalized to all elders (Bayliss et al. 2008; Calvin, Frazier, and Cohen 2007; Loeb et 
al. 2003; von Bultzingslowen et al. 2006). Second, none of these studies taking into account the 
potentially important interactive effects of SES and presence of a USC. Having a USC may be 
especially important to low income elders who have more health problems and may need more 
assistance managing those problems. Those elders may especially benefit from a relationship 
with a USC, as the medical home model would seem to promote (American Academy of Family 
Physicians et al. 2008; American Academy of Pediatrics 2002; American College of Emergency 
Physicians 2009). However, as discussed previously, because higher SES elders are may be 
more similar to their health care providers (Bourdieu 1984 [1979]; Cockerham 2007), provider-
patient interactions may unwittingly promote better health and health care experiences among 
higher SES elders. This dissertation examines these potential interactions to see whether having 
a USC is especially beneficial to high SES elders. 
6
 Previous scholarship has found that the relationship between SES and health generally occurs in the 
direction from SES to health (for discussion, see Link and Phelan 1995). Despite the fact that this 
dissertation utilizes cross-sectional data which cannot assess the causal directionality of the relationship, 
the previous research cited makes the assumptions of this dissertation plausible. 
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In this section, I review the impact of SES, presence of a USC, and sociodemographic 
influences on health and health care experiences. First, I review the likelihood of a presence of a 
USC by sociodemographic factors. Next, the literature connecting health with SES and presence 
of a USC is explored. Then, the relationship between health care utilization and SES and 
presence of a USC are examined. Finally, I discuss the relationship between processes of care 
and SES and presence of a USC. 
Presence of a USC by Elder Characteristics 
More than 90% of elders have a USC (place or provider) (Cohen et al. 1997; DeVoe et al. 
2008; lezzoni et al. 2002; Rangel et al. 2005; Rohrer, Kruse, and Zhang 2004).Despite the high 
overall proportion of elders with a USC, there are significant differences in the presence of a USC 
by sociodemographic characteristics. Elders who are female (Cohen et al. 1997; Rohrer, Kruse, 
and Zhang 2004), married (Rohrer, Kruse, and Zhang 2004), and have supplemental health 
insurance (Cohen et al. 1997; Rohrer, Kruse, and Zhang 2004) are significantly more likely to 
have a USC than other elders. A study of elders in Texas found that elders who were younger 
and white, non-Hispanic were more likely to have a USC provider than elders over 80 years old 
and who were Hispanic (Rohrer, Kruse, and Zhang 2004). 
The presence of a USC also differs by region and place of residence. Elders in 
metropolitan areas are significantly more likely to have a USC than elders in rural areas (Zhang, 
Tao, and Anderson 2003). When national Medicare spending rates were divided into quintiles, 
Fisher et al. (2003) found that elders in higher spending quintile areas had slightly less access to 
a USC than did elders in other quintiles. 
The relationship between SES and presence of a USC is unclear. Cohen et al.(1997) 
found that elders who were not in poverty were significantly more likely to have a USC place or 
provider compared to poor elders. Rohrer et al.(2004) found that higher income elders in Texas 
were significantly more likely to have a USC provider, but income was not a significant predictor 
of the presence of a USC place. Rohrer et al.(2004) also found that having a USC was not 
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significantly predicted by educational attainment or home ownership. This obscurity is perhaps 
due to the fact that Medicare offers some access to health care providers. 
Although most elders have a USC, the type of USC provider and length of relationships 
vary. Among elders who have a USC provider, more than 60% reported that their USC provider 
was a primary care physician; the balance had a medical specialist or surgeon as a USC 
(lonescu-lttu et al. 2007; Pham et al. 2007; Rosenblatt et al. 2000). The type of USC provider is 
important because there are substantial differences in the ways that generalist and specialist 
providers practice; specialists focus primarily on diagnoses related to their specialty whereas 
generalist provider address a wider array of health problems (Rosenblatt et al. 1998). For 
example, one study found that African American elders with diabetes were significantly more 
likely to have generalist (geriatrician or general internist) than specialist (endocrinologist) USC 
providers (Chin et al. 2000). Elders with diabetes who reported geriatricians as a USC provider 
were significantly more likely to be female than were elders who reported other USC provider 
types (general internists or endocrinologists) (Chin et al. 2000). Patients of geriatricians were 
also significantly older and more likely to have supplemental insurance than were patients of 
general internists (Chin et al. 2000). 
Past research has also found differences in the length of time that elders have had the 
same USC Weiss and Blustein (1996) reported that most elders reported relationships of 
substantial length with their providers; for example, 35% reported having been a patient of their 
USC for more than 10 years (36%) and 55% of elders reported relationships of at least 5 years 
(Weiss and Blustein 1996). Elders who were white and had higher SES had longer relationships 
with their USC (Weiss and Blustein 1996). More recent research has found a more even 
distribution in the length of relationships between providers and elders (Donahue, Ashkin, and 
Pathman 2005); however, this study is limited to elders residing in the rural southeast (Donahue, 
Ashkin, and Pathman 2005). 
In conclusion, the presence of a USC varies by sociodemographic characteristics. The 
relationships between SES and presence of a USC may be muted among elders because of 
Medicare, but differences do still exist. It is important to note that not all USC are the same; 
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because USC places and USC providers are often lumped together, there is no way to know 
whether elders are reporting private providers or emergency rooms as their USC. In this 
dissertation, I explore that difference by delineating elders who report having a USC provider 
compared a USC place and then specifically examine the relationships between SES and health 
and health care experiences among elders who report a USC provider. 
The Impact of SES and Presence of a USC on Health 
Health is a complex, multidimensional, and dynamic concept that can be measured in a 
variety of ways. Both objective and subjective measures of health are utilized in this dissertation; 
chronic conditions are defined as objective measures of health and are examined as Andersen's 
(1995; 2008) 'need' factors while self-rated health is examined as this dissertation's overall 
outcome measure. In order to clarify the measure of health under discussion, self-rated health 
will be called 'health' or 'self-rated health' and chronic conditions will be identified by the specific 
chronic condition under discussion (for example, heart disease) or by the term 'chronic 
conditions'. 
Previous research has shown that approximately 55% of elders have hypertension, 50% 
have arthritis, and 32% have heart disease (Federal Interagency Forum on Aging-Related 
Statistics 2010); 62% of elders have more than one chronic health condition (Vogeli et al. 2007). 
In general, elders report high levels of subjective health; more than 65% of elders report good to 
excellent health (Federal Interagency Forum on Aging-Related Statistics 2010; Kapur et al. 2004; 
Rangel et al. 2005) despite the high prevalence of chronic conditions. Although chronic 
conditions are associated with lower levels of self-rated health (Ho et al. 2007; Molarius and 
Janson 2002), elders assess their overall health in terms of their social capabilities and mental 
health, not only their physical abilities and the presence of chronic diseases (Benyamini et al. 
2000; Guindon and Cappeliez 2010; Idler, Hudson, and Leventhal 1999; Pinquart 2001). 
This dissertation does not assess all possible inputs into health; instead, it focuses on 
how interactions with the health care system impact ratings of health. For example, elders who 
have more chronic conditions but who assess their health care experiences positively may have 
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better overall ratings of health because they feel that they are working successfully to manage the 
objective parts of their health compared to elders with fewer chronic conditions but who have poor 
health care experiences. However, given that self-ratings of health are multi-dimensional and 
impacted by the social and psychological aspects of everyday life, social factors are important to 
note. Because SES and presence of a USC may impact health both directly and indirectly (for 
example, through access to higher quality health care experiences and social and psychological 
outcomes), the impact of these factors is discussed next. 
Few studies have assessed the impact of a USC on health. Cohen et al.(1997) found 
that elders whose USC place is a private doctor's office are more likely to have excellent, very 
good, or good health compared to elders whose USC was a clinic or emergency room. In Texas, 
elders who had a USC place or provider were significantly more likely to have hypertension, 
arthritis, and diabetes, but having a USC was not significantly associated with coronary heart 
disease, heart attack, or asthma, emphysema, and chronic bronchitis (Rohrer, Kruse, and Zhang 
2004). Differences in health were also evident among patients who had a USC based on USC 
characteristics. Among elders with a USC, elders who had continuity of care (as assessed by a 
longer relationship with a USC) reported better self-rated health than elders who had short 
relationships (Weiss and Blustein 1996). Finally, diabetic patients whose USC provider was an 
endocrinologist were more likely to have neuropathy than were patients of generalist providers 
(Chin et al. 2000). However, these studies do not assess causality, for example, whether elders 
who had health problems were more likely to begin a relationship with a USC and thus were 
diagnosed with health problems. 
As discussed previously, SES has been strongly linked to the presence of health 
conditions (for example, see Marmot 2006; Phelan, Link, and Tehranifar 2010) but its relationship 
with self-rated health has been rarely examined for elders (Henchoz, Cavalli, and Girardin 2008). 
The studies that have assessed health and SES have found that higher SES is associated with 
better functional health (Benzeval and Judge 2001; Robert and House 1996; Schollgen, Huxhold, 
and Tesch-Romer 2010), self-rated health (Benzeval and Judge 2001; Robert and House 1996; 
Schollgen, Huxhold, and Tesch-Romer 2010; Smith 2005; Young 2004), and psychological well-
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being (Benzeval and Judge 2001), and with fewer chronic conditions (Robert and House 1996). 
In contrast, Benyamini et al. (2000) found that education did not significantly predict self-rated 
health when measures of physical and psychological health and social functioning were included 
in analyses; however, this study did not include any measure of income. 
Research shows that the impact of SES on health varies by (1) the health measure under 
consideration and (2) the measure of SES under consideration and (3) the age of elders being 
studied. For example, Robert and House (1996) found that functional health was best predicted 
by home ownership for younger elders (aged 65-84) and income and education for older elders 
(aged over 84). The presence of chronic conditions was best predicted by income and education 
for elders aged 65-74 and liquid assets for elders 75-84 years old; self-rated health was best 
predicted by education and income for younger elders (Robert and House 1996). Therefore, 
there was not one best measure of SES for predicting self-rated health and the presence of 
chronic conditions among older elders (Robert and House 1996). Similarly, Schollgen et al. 
(2010) found that education significantly predicted physical, functional, and subjective health 
while income and assets predicted only functional and subjective health among German elders. 
Health also varies by demographic characteristics like age, sex, and race. In general, the 
findings for health and age are not straightforward. While some authors have found that self-
rated health declines as age increases (Machado et al. 2006; Pinquart 2001), others have 
reported that older age is associated with better self-rated health (Guindon and Cappeliez 2010). 
Benyamini et al. (2000) found that age does not predict self-ratings of health when physical, 
social, and psychological dimensions of health are assessed simultaneously. These age-
associated declines in self-rated health may also attenuate in old age because elders begin to 
assess their health based on social and temporal comparison (Henchoz, Cavalli, and Girardin 
2008); by focusing on their abilities compared to other elders who are less functionally able to 
complete tasks (for example, buying groceries) and not their own abilities in absolute terms (for 
example, I used to be able to drive myself to the grocery store but I can't now; at least I can still 
shop for myself), elders maintain a sense of better overall health as they age (Henchoz, Cavalli, 
and Girardin 2008). 
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Finally, health is also impacted by sex and race/ethnicity. Previous research has shown 
that females have worse health outcomes than males when health is measured by self-rated 
health (Machado et al. 2006; Schollgen, Huxhold, and Tesch-Romer 2010), sleep complaints 
(Machado et al. 2006), mobility problems (Machado et al. 2006), functional health (Ciol et al. 
2008; Robert and House 1996; Schollgen, Huxhold, and Tesch-Romer 2010), chronic conditions 
(Robert and House 1996), and physical health (Schollgen, Huxhold, and Tesch-Romer 2010). In 
their study of Medicare beneficiary elders, Ciol et al. (2008) found that Asian Americans have 
fewer mobility limitations and functional health problems than did white, non-Hispanics while 
Hispanics and black, non-Hispanics had more of these problems. 
In conclusion, self-rated health is a multidimensional and dynamic concept that is 
impacted by objective measures of health, subjective assessments of social ability and 
psychological health, age, and other sociodemographic factors; the scant evidence that exists 
also supports the idea that self-rated health varies by SES and the presence and characteristics 
of a USC. However, the evidence is scarce and most studies have not examined these factors 
(presence/characteristics of a USC, SES, and objective measures of health) simultaneously or 
interactively in order to determine whether, for example, the detrimental effects of chronic 
conditions on self-rated health is mitigated for elders with a USC. This dissertation attempts to fill 
this gap by considering these factors simultaneously in order to better understand the ways that 
SES, chronic conditions, and health care experiences impact self-rated health. 
The Impact of SES and Presence of a USC on Health Care Utilization 
This dissertation assesses 2 types of health care experiences: health care utilization and 
satisfaction with and access to health care. Overall, Medicare fee-for-service beneficiaries had 
336 inpatient hospital stays and 13,914 physicians' visits and consultations per 10,000 enrollees 
in 2007 (Federal Interagency Forum on Aging-Related Statistics 2010). Research has found that 
elders had more than 1.5 million avoidable hospitalizations in 1990 (Pappas et al. 1997) and that 
Medicare eligibility is associated with more hospital stays for non-emergent elective procedures 
(Card, Dobkin, and Maestas 2004). 
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The literature presented in this section is intended to provide insight into the types and 
distribution of health care utilization of elders and how utilization differs by presence of a USC, 
SES, health, and sociodemographic factors. As discussed previously, Medicare Part A covers 
hospitalizations and Part B covers some outpatient services; some elders supplement their 
Medicare coverage with private or public health insurance. Elders can also qualify for Medicaid if 
they meeting low income requirements. In Andersen's (1995; 2008) Behavioral Model of Health 
Service Use, health care utilization is impacted by individual characteristics, including chronic 
conditions, SES, and presence of a USC. Specifically, this dissertation assesses the impact of 
these characteristics on inpatient hospital stays, emergency department visits, and office based 
provider visits. 
Measures of health care utilization have been found to be associated with each other. In 
their small study of emergency room patrons in Canada, Parboosingh and Larsen (1987) found 
that only 46% of elders used the emergency room appropriately and that elders who had more 
sources of health care also had more frequent emergency room use. Previous research has also 
found that past health service utilization is predictive of future health care utilization. For 
example, emergency department use is associated with inpatient hospitalization (lonescu-lttu et 
al. 2007; McCusker et al. 2000; Parboosingh and Larsen 1987; Rosenblatt et al. 2000), the 
overall number of health care visits (Rosenblatt et al. 2000), and previous emergency room use 
(McCusker et al. 1997; McCusker et al. 2000). 
Many studies have examined the relationship between health and health care utilization; 
in general, these studies have found that poorer health is associated with higher levels of 
utilization. For example, emergency department use is predicted by the presence of chronic 
conditions (Bazargan, Bazargan, and Baker 1998; lonescu-lttu et al. 2007; McCusker et al. 2000), 
more severe conditions (Rosenblatt et al. 2000), more comorbid conditions (Walter-Ginzburg et 
al. 2001), nutritional risk (Wolinsky et al. 1983), functional health problems (McCusker et al. 
1997; McCusker et al. 2000; Shah, Rathouz, and Chin 2001; Walter-Ginzburg et al. 2001), self-
rated health (Bazargan, Bazargan, and Baker 1998; McCusker et al. 2000; Shah, Rathouz, and 
Chin 2001; Walter-Ginzburg et al. 2001), and depressive symptoms (McCusker et al. 2000; 
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Walter-Ginzburg et al. 2001). Previous research has shown that the average Medicare 
beneficiary elder sees approximately 7 health care providers each year: 2 primary care 
physicians and 5 specialists and that those elders who had a primary care provider that was a 
specialist saw a greater variety of providers than elders whose primary care provider was a 
generalist (Pham et al. 2007). Higher levels of overall utilization have been found to be 
significantly predicted by more chronic conditions (Pham et al. 2007; Strain 1991; Vogeli et al. 
2007; Walter-Ginzburg et al. 2001), lower perceived health, activity limitations, and more 
functional disabilities (Rangel et al. 2005; Strain 1991). As expected, health problems are 
associated with higher levels of utilization. 
Health care utilization also varies by presence of a USC. Elders who have a USC are 
more likely to have preventive care (Rangel et al. 2005; Wolinsky et al. 1983) and have a higher 
total number of physician visits (Wolinsky et al. 1983) than elders who do not have a USC. The 
relationship between presence of a USC and the likelihood of having an emergency department 
visit is less clear. Although more than 85% of elders using emergency department services in 
Canada had a USC (McCusker et al. 2000; Parboosingh and Larsen 1987), 3 studies in the U.S. 
have shown that elders who have a USC are less likely to have an emergency department visit 
(Rosenblatt et al. 2000; Shah, Rathouz, and Chin 2001; Wolinsky etal. 1983). Among elders 
who have a USC, provider continuity has been found to be related to health care utilization, 
although the relationship is also unclear. Provider continuity has been found to be associated 
with fewer office visits (Weiss and Blustein 1996) and fewer inpatient hospitalizations (Wasson et 
al. 1984) but not fewer emergency department visits (Weiss and Blustein 1996). Although Weiss 
and Blustein (1996) found that there was no association between USC provider continuity and 
emergency department use, one study from Canada found that elders who had provider 
continuity were less likely to utilize this type of care (lonescu-lttu et al. 2007). Fewer studies have 
examined the impact of USC provider type on health care utilization among elders. Rosenblatt et 
al. (2000) concluded that there was no substantive difference in the likelihood of an emergency 
department visit by the type of USC provider. In their study of elders with diabetes, Chin et al. 
(2000) found that patients of generalist providers had more primary care visits per year than 
25 
patients of endocrinologists. However, there were differences between types of generalists; 
patients of general internists had fewer office visits per year than did patients of geriatricians 
(Chin et al. 2000). Taken together, these findings suggest that the relationship between the 
presence and characteristics of a USC with health care utilization is far from clear. 
The relationship between SES and utilization is also ambiguous. Some studies have 
found that income is not related to the likelihood of hospitalization (de Boer, Wijker, and de Haes 
1997; Wolinsky et al. 1983), emergency department use (Shah, Rathouz, and Chin 2001; Walter-
Ginzburg et al. 2001; Wolinsky et al. 1983), physician contact (Walter-Ginzburg et al. 2001), 
physician visits (Strain 1991; Wolinsky et al. 1983), or overall utilization (Strain 1991). However, 
2 studies would point to the importance of income. First, Kapur et al. (2004) found that low 
income is associated with higher total medical expenditures, because of higher inpatient hospital 
expenditures, among elders on Medicare managed care plans (Kapur et al. 2004). Second, 
Strain (1991) reported that the likelihood of hospitalization is associated with higher total monthly 
income but not the perceived adequacy of income among older adults (over 59 years old) in 
Canada. Similarly, the relationship between education and utilization is unclear. Previous 
studies outside of the U.S. have found that there is no difference in the likelihood of physicians 
visits and contact, hospitalizations, or overall use by education (Strain 1991; Walter-Ginzburg et 
al. 2001) while studies in the U.S. have found that elders with less education are more likely to 
have at least one emergency department visit (Shah, Rathouz, and Chin 2001) and fewer 
physicians visits (Bazargan, Bazargan, and Baker 1998) than more highly educated elders. 
Among elders on Medicare managed care plans, higher education was associated with higher 
expenditures for physician and specialist services, but not with total medical expenditures or 
primary care provider services (Kapur et al. 2004).These findings point to the complex 
relationship between SES and utilization, suggesting that the relationship is not straightforward or 
dependent upon one measure of SES. 
Conflicting evidence about health care utilization has also been found with respect to 
other sociodemographic characteristics. Although most studies have found that utilization does 
not differ by age (de Boer, Wijker, and de Haes 1997; Strain 1991; Walter-Ginzburg et al. 2001; 
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Wolinsky et al. 1983), race (Kapur et al. 2004; Pappas et al. 1997; Shah, Rathouz, and Chin 
2001; Strain 1991; Wolinsky et al. 1983), sex (de Boer, Wijker, and de Haes 1997; Rosenblatt et 
al. 2000; Shah, Rathouz, and Chin 2001; Strain 1991; Walter-Ginzburg etal. 2001; Wolinsky et 
al. 1983), marital status (de Boer, Wijker, and de Haes 1997; McCusker et al. 2000; Strain 1991; 
Walter-Ginzburg et al. 2001 )or insurance type (Shah, Rathouz, and Chin 2001; Wolinsky et al. 
1983), other studies have found that the opposite is true. Older elders have been shown to be 
more likely to be hospitalized, have specialty care visits (Murphy and Hepworth 1996), and utilize 
more emergency department services (Hansell, Sherman, and Mechanic 1991; lonescu-lttu etal. 
2007; Lishner et al. 2000; Murphy and Hepworth 1996; Rosenblatt et al. 2000; Shah, Rathouz, 
and Chin 2001) inappropriately (Parboosingh and Larsen 1987) than are younger elders. In 
terms of sex, some studies have found that males have higher health care utilization (Gill et al. 
2001), are more likely to be hospitalized (Strain 1991), and have more physicians visits 
(Bazargan, Bazargan, and Baker 1998) than females; conflicting studies have reported that each 
sex has more emergency department utilization than the other (lonescu-lttu et al. 2007; Lishner et 
al. 2000). Widowed (McCusker et al. 2000; Wolinsky et al. 1983) and married elders (McCusker 
et al. 2000) have been shown to be more likely to utilize emergency department care than are 
other elders. Other studies have found that elders with supplemental private or Medicaid 
insurance have more physicians' visits than other elders (Bazargan, Bazargan, and Baker 1998); 
elders with Medicaid have also been shown to be more likely to have an emergency department 
visit (Rosenblatt et al. 2000) than other elders while elders with private supplemental insurance 
are more likely to have hospital admissions (Bazargan, Bazargan, and Baker 1998) than other 
elders. Health care utilization also varies by place type of residence and region. Previous 
research has shown that elders who live in non-urban areas utilize more emergency department 
care than elders in urban areas (lonescu-lttu et al. 2007). Elders who reside in remote rural 
areas utilize less care than elders who reside in urban places or rural places that are adjacent to 
urban places (Lishner et al. 2000). 
In summary, elders utilize many different types of health care services, including visits 
with a variety of health care providers. Although the relationship between health and utilization 
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seems relatively clear (elders with poorer health utilize more services), the relationships between 
utilization and SES and presence of a USC are much more obscure. First, few studies have 
assessed the relationship of utilization with SES (Bazargan, Bazargan, and Baker 1998; Hansell, 
Sherman, and Mechanic 1991; Nerney et al. 2001; Pappas et al. 1997; Parboosingh and Larsen 
1987; Strain 1991; Walter-Ginzburg etal. 2001 )or the presence and characteristics of a USC 
(Chin et al. 2000; Rosenblatt 1990; Wasson et al. 1984; Zhang, Tao, and Anderson 2003). 
Second, relatively few studies include both of these measures (Card, Dobkin, and Maestas 2004; 
lonescu-lttu et al. 2007; McCusker et al. 2000; O'Malley and Cunningham 2009; Shah, Rathouz, 
and Chin 2001; Weiss and Blustein 1996; Wolinsky et al. 1983), so no definitive conclusions can 
be made about the relative importance of SES and presence of a USC. This dissertation 
assesses SES, presence and characteristics of a USC, and chronic conditions simultaneously in 
order to determine whether these factors independently and/or in combination contribute to 
utilization. 
The Impact of SES and Presence of a USC on Processes of Care 
Andersen (1995, 2008) includes processes of care as factors predicting health service 
utilization and health. For the purposes of this dissertation, processes of care are defined as 
elders' satisfaction with and access to care, not the technical quality of the care they receive. 
Previous scholarship has outlined both the importance and complexity of defining what good care 
is from a patient perspective. Donabedian (1983; 1992; 1993) wrote that quality is based on 
personal preferences, which are shaped by societal expectations about what health care and 
health care providers should accomplish. This means that definitions of quality are value-laden 
(Sofaer and Firminger 2005) and that patients perceive their care as high quality when their 
expectations (for health, access to physicians, etc.) are met by the care they receive (Donabedian 
1983; 1992; 1993). As discussed in the previous section, the definitions of quality assigned to 
health care processes by patients are influenced by social class (Bourdieu 1984 [1979]; 
Cockerham 2007). In general, patient definitions of quality care include accessibility, good 
communication and information given from their providers, courtesy, emotional support, and 
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efficient and effective care (Sofaer and Firminger 2005) but the definitions or ways of measuring 
of each of these concepts may vary by social class (Bourdieu 1984 [1979]; Cockerham 2007). 
Thus, quality of care, like health, is a multidimensional and dynamic concept. 
Studies have examined what qualities patients value in their health care providers. Older 
patients (over the age of 50) prefer provider continuity (Bayliss et al. 2008; Calvin, Frazier, and 
Cohen 2007; Fletcher et al. 1983; von Bultzingslowen et al. 2006), one of the factors assessed in 
this dissertation, and care that is comprehensive and coordinated (Bayliss et al. 2008; Fletcher et 
al. 1983; von Bultzingslowen et al. 2006), compassionate (Bayliss et al. 2008; Calvin, Frazier, and 
Cohen 2007; Fletcher et al. 1983; von Bultzingslowen et al. 2006)and accessible (Bayliss et al. 
2008; Fletcher et al. 1983; von Bultzingslowen et al. 2006). Elders also prefer providers who 
listen carefully (Calvin, Frazier, and Cohen 2007) and clearly explain conditions and treatment 
options (Bayliss et al. 2008; Calvin, Frazier, and Cohen 2007). While older adults report that their 
health care providers are an important source of information (Calvin, Frazier, and Cohen 2007), 
studies have found that older adults prefer providers who act as partners in managing health, 
rather than who as experts who develop care plans independently of the patient and of the 
patients' experiential knowledge (Bayliss et al. 2008; Calvin, Frazier, and Cohen 2007; Loeb et al. 
2003). 
In general, elders rate their access to care and their quality of their care well. Although 
Cohen et al.(1997) found that 11 % of elders reported an unmet need for care and 5% reported 
that they had delayed care because of cost, other research has found that at least 85% of 
Medicare beneficiary elders reported that they were satisfied or very satisfied with their access to 
care, when measured by the ease and convenience of receiving care, availability of care at night 
and on weekends, and the ability to receive all of their health care at one location; fewer elders 
(70%) were satisfied or very satisfied with their out-of-pocket costs for care (Lee and Kasper 
1998). Findings are similar for quality of care. Approximately 90% of Medicare beneficiary elders 
reported they were satisfied or very satisfied with the overall quality of their care while higher 
proportions reported satisfaction with follow-up care, their providers' concern for overall health, 
and the information given by providers (Lee and Kasper 1998). More recent studies have found 
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that nearly 57% of elders report that their health care provider was informed about their specialist 
care and that their different doctors always work together to manage health care needs (O'Malley 
and Cunningham 2009) and more than 50% of elders reported that their providers always listened 
to them carefully, explained things clearly, showed respect for the patients' experiential 
knowledge, spent enough time, and made decisions about treatment with the patient (DeVoe, 
Wallace, and Fryer 2009). When asked to assess the quality of their USC, elders report similarly 
high satisfaction: more than 90% agreed or strongly agreed that their provider was competent, 
understood their medical history, had the patient's confidence, checked everything, understood 
what was wrong, answered all of the their questions, did not act as if they are doing the him/her a 
favor, and told him/her everything that they wanted to know (Lee and Kasper 1998). Very few 
USCs were described as acting as if they are doing the patient a favor by seeing them, acting as 
if they are in a hurry, or not explaining or discussing issues that were brought to their attention 
(Lee and Kasper 1998). 
Satisfaction with and access to care has been shown to be associated with a number of 
factors, including other processes of care, health, and health care utilization. In terms of the 
associations between processes of care, higher satisfaction with care has been found to be 
associated with shorter wait times (Lee and Kasper 1998; Nerney et al. 2001), better 
communication between providers and patients (Chang et al. 2006; Nerney et al. 2001), and 
patient participation in decisions about care (Nerney et al. 2001). Among elders with a USC, 
shorter wait times also predict higher ratings of a USC provider's technical skills, interpersonal 
manner, and information giving (Lee and Kasper 1998). However, Chang et al. (2006) report that 
the technical quality of care was not related to global ratings of health care among elders with 
chronic conditions. 
Processes of care are also associated with subjective and objective measures of health 
and health care utilization. Previous research has found that elders who report higher levels of 
satisfaction with their care are also more likely to report high levels of subjective health (Lee and 
Kasper 1998; Nerney et al. 2001), fewer physically and socially limiting conditions (lezzoni et al. 
2002; Lee and Kasper 1998; Nerney et al. 2001), and better physical health status (Chang et al. 
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2006). Higher satisfaction with care is also associated with more office visits per year (Lee and 
Kasper 1998) and longer visit length (Greene et al. 1994). The relationship between more office 
visits and higher satisfaction may seem counterintuitive but may be due to a cyclical relationship 
between processes of care and health care utilization: elders who have good experiences, 
defined by good relationships and experiences with providers and a feeling that the visits benefit 
their health and function, may not hesitate to have multiple office visits, even if their condition is 
not cured. Simply feeling that they are working constructively to manage their health and 
potentially slow their function decline may result in both higher rates of satisfaction and more 
frequent office visits. 
Although several studies have addressed the relationships between health, health care 
utilization, and processes of care, few studies have examined the impact of a USC, SES, and 
demographic characteristics on processes of care. First, in terms of presence of a USC, the 
research that does exist shows that elders who have a USC place or provider have significantly 
higher levels of satisfaction with access and quality of their care (Lee and Kasper 1998). Among 
elders who have a USC, elders who have longer relationships report higher levels of satisfaction 
with their providers' technical skills (Lee and Kasper 1998; Wasson et al. 1984), interpersonal 
manner (Lee and Kasper 1998), information giving (Lee and Kasper 1998; Wasson et al. 1984), 
and partnered decision making (DeVoe et al. 2008). These findings do not seem surprising, 
given the high overall ratings of satisfaction and the characteristics discussed above that patients 
value in their health care providers. 
Second, in general, studies have found that elders with higher SES have report better 
processes of care. Cohen et al. (1997) report that elders who were in poverty were more likely to 
delay or forego care than elders not in poverty and that low income elders were 3 times more 
likely than higher income elders to have unmet needs for care. Elders with higher education and 
higher income report higher levels of satisfaction with their access to care and the quality of their 
care (Lee and Kasper 1998). These relationships remain consistent for elders who have a 
USC— among elders who have a USC, higher income and education are associated with higher 
satisfaction with the USCs technical skills, interpersonal manner, and information giving (Lee and 
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Kasper 1998). However, in a relatively small (n=236) study of elders with chronic conditions, 
Chang et al.(2006) report that SES was not related to global ratings of health care. These 
contradictory findings may be due to the relative impacts of SES, presence of a USC, and health 
on processes of care, which are not clearly delineated in this body of literature. 
Finally, processes of care vary by other demographic characteristics. Previous research 
has found that female elders and elders who reside in the southern U.S. are more likely to delay 
or forego care than males and elders residing in the northeast or west regions (Cohen et al. 
1997). Males are also significantly more likely to report that they are satisfied the quality of their 
care (Chang et al. 2006) and their access to care (Lee and Kasper 1998) than are females. In 
their study of chronically ill elders, Chang et al. (2006) found no significant relationships between 
satisfaction and age or race. However, Lee and Kasper (1998) found that, among elders with a 
USC, younger elders rated the interpersonal manner and technical skills of their USC higher than 
did older elders. 
Previous research has found contradictory relationships between health insurance type 
and processes of care. In their study of Medicare beneficiary elders, Pourat et al. (2006) found 
that elders who had HMO coverage reported being less satisfied with the quality of their care 
compared to elders with other insurance configurations (for example, Medicare and non-HMO 
supplemental insurance); these findings persisted when chronic diseases, disability, and self-
rated health were taken into account. Other research has found that elders with private 
supplemental insurance in addition to Medicare report higher levels of global satisfaction and 
higher satisfaction with a USCs technical skills and information giving (Lee and Kasper 1998) as 
well as a lower likelihood of delaying or foregoing care or having unmet needs (Cohen et al. 
1997) than elders with Medicare only. Elders with Medicare and Medicaid also report higher 
levels of global access and satisfaction with a USC information giving compared to elders with 
Medicare only (Lee and Kasper 1998). 
In conclusion, elders rate their processes of care well, although satisfaction and access 
vary by presence of a USC, SES, and demographic characteristics. Satisfaction is a value-laden, 
patient-defined concept based on social factors and definitions (Donabedian 1983; 1992; 1993); 
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patient definitions of satisfaction include accessibility and efficiency, good communication, and 
social support (Sofaer and Firminger 2005). Although research has found that elders report high 
levels of satisfaction with health care providers, the way that these factors are evaluated may 
differ based on social class and have implications for health and health care outcomes (Bourdieu 
1984 [1979]; Cockerham 2007). However, this dissertation cannot assess individual definitions of 
quality and does not assess the congruence between health care providers' social status 
(including their social status as children) and patients. It also does not examine the impact that 
social status has on the congruence of beliefs about good, productive provider-patient 
relationships. 
Summary of Literature and Research Questions 
The literature presented above leads to 4 conclusions. First, health and health care 
experiences are intertwined. Second, the presence of a USC positively affects health and health 
care outcomes, as proposed by patient-centered models of health care delivery like the medical 
home (American Academy of Family Physicians et al. 2008; American Academy of Pediatrics 
2002; American College of Emergency Physicians 2009). Third, in general, SES impacts health 
and health care experiences; elders with higher SES have better health (measured both in terms 
of chronic conditions and in terms of self-ratings) and health outcomes. 
Finally, as expected, neither Medicare nor the presence of a USC eliminates the impact 
of SES on health. This would seem to reflect ideas of scholars who theorize that SES impacts 
health and health outcomes beyond simply access to resources; SES functions as a sort of 
'fundamental cause' for health and health care experiences (Link and Phelan 1995; Lutfey and 
Freese 2005; Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). 
This dissertation seeks to clarify the impact of a USC on elders' health and health care 
experiences while taking into account SES. This dissertation adds to the body of knowledge on 
the health and health care experiences of elders by exploring the potential conditional effects of 
having a USC for high SES elders, who may be better able to take advantage of their interaction 
with a usual health care provider because of education and income similarities. First, this 
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dissertation assesses differences in these outcomes by whether elders do or do not have a USC 
(research question 1-6) and second by whether any differences in SES and chronic conditions 
remain when only elders who have a USC provider are examined (research questions 7-12). 
Research Questions Regarding Differences Among All Elders 
Research questions 1 through 6 focus on differences in health and health care outcomes 
by SES and whether or not elders have a USC provider and place. Research questions 1 and 2 
examine bivariate relationships between SES and presence of a USC (research question 1) as 
well as between health and health care experiences by SES and presence of a USC (research 
question 2). Research questions 3 through 5 examine the influence of SES and presence of a 
USC on health and health care experiences, controlling for demographic factors. Research 
question 3 serves as the basis for these multivariate analyses; it assesses whether SES and 
presence of a USC impact health, processes of care, and health care utilization. Research 
questions 4 and 5 build off of this set of analyses according to Andersen's (1995; 2008) 
Behavioral Model of Health Services Utilization. As previously discussed, the model (Andersen 
1995; 2008) proposes that health and health care experiences are impacted by a variety of 
individual characteristics, like SES and presence of a USC, as well as other measures of health 
and health care experiences. Thus, research question 4 asks whether the relationship found in 
research question 3 remain after analyses on health care utilization control for processes of care. 
Finally, consistent with research by Bourdieu (1984 [1979]) and Cockerham (2007), research 
question 6 assesses whether the impact of SES and/or presence of a USC on health and health 
care experiences is conditional upon chronic conditions. 
1. What is the demographic profile of those with a USC relative to those who do not have a USC? 
2. Are there differences in the presence, number, and type of chronic conditions by SES and/or 
presence of a USC? Are there differences in the self-rated health, health care utilization, and 
processes of care by SES and/or by the presence of a USC? 
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3. Does SES and/or presence of a USC impact self-rated health, health care utilization, and/or 
processes of care, controlling for sociodemographic factors? Does the number of chronic 
conditions impact self-rated health, health care utilization, and/or processes of care? 
4. Do processes of care impact the relationship of SES and/or presence of a USC with self-rated 
health and/or health care utilization? 
5. Does health care utilization impact self-rated health? 
6. Are the relationships of self-rated health and health care utilization with SES and presence of a 
USC moderated by the interactions of SES and chronic conditions, SES and presence of a USC, 
and/or chronic conditions and presence of a USC? 
Research Questions Regarding Differences Among Elders With a USC Provider 
Research questions 7 through 12 mirror research questions 1 through 6 but focus on only 
those elders who have a USC provider, instead of all elders, to examine the impact of SES, 
provider continuity, and provider type on health and health care experiences. Research 
questions 7 and 8 examine bivariate relationships between SES and characteristics of the USC 
provider-patient relationship (research question 7) as well as between health and health care 
experiences by SES and USC provider-patient relationships characteristics (research question 8), 
respectively. Research questions 9 through 11 examine the influence of SES and characteristics 
of the USC provider-patient relationship on health and health care experience, controlling for 
demographic factors. Research question 9 serves as the basis for these multivariate analyses; it 
assesses whether SES, provider continuity, and provider type impact health, processes of care, 
and health care utilization. Research questionslO and 11 build off of the analyses in question 9. 
Based on Andersen's (1995; 2008) Behavioral Model of Health Services Utilization, research 
question 10 asks whether the relationship found in research question 9 remain after analyses on 
health care utilization control for processes of care. Finally, consistent with research by Bourdieu 
(1984 [1979]) and Cockerham (2007), research question 12 assesses whether the impact of SES, 
provider continuity, and/or provider type on health and health care experiences is conditional 
upon chronic conditions. 
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7. Are there differences in the sociodemographic profile of elders with a USC provider who is a 
specialist versus a generalist provider? Are there differences in the sociodemographic profile of 
elders with a USC provider based on the length of the provider-elder relationship? 
8. Are there differences in the presence, number, and type of chronic conditions, self-rated 
health, health care utilization, and processes of care by SES, USC provider type or continuity? 
9. Among elders with a USC, does SES, USC provider type, and/or provider continuity impact 
health, health care utilization, and/or processes of care, controlling for sociodemographic factors? 
Does the number of chronic conditions impact self-rated health, health care utilization, and 
process of care? 
10. Do processes of care impact the relationship of SES and/or characteristics of a USC with 
self-rated health and health care utilization? 
11. Does health care utilization impact self-rated health? 
12. Are relationships between self-rated health and health care utilization with SES and USC 
characteristics moderated by the interactions of SES and chronic conditions, SES and USC 




This dissertation examines the impact of SES and the presence and characteristics of a 
USC on health and health care experiences among elders using Andersen's (1995; 2008) 
Behavioral Model of Health Service Use as a framework. Andersen's model proposes complex 
relationships among contextual characteristics, individual level characteristics, health behaviors 
(including process and use of health services) and health outcomes (including perceived and 
evaluated health). Contextual and individual characteristics involve predisposing, enabling, and 
need factors (to be defined below). This dissertation does not directly examine contextual 
characteristics, which include population- and nation-level characteristics, but rather attempts to 
control some of these impacts by studying only elders who receive Medicare. At the individual 
level, predisposing factors include demographic and belief characteristics, enabling factors 
include SES, and need characteristics include both perceived and evaluated factors that may 
impact health behaviors and outcomes. In this dissertation, need is defined by the presence, 
type, and number of chronic conditions; health behaviors are measured by processes of care 
(satisfaction with and access to care) and health care utilization, and health is measured by self-
rated health. This dissertation did not test the predictive ability of the model but rather used the 
model as a conceptual guide for linking health, health care experiences, and SES. Although 
Andersen (1995; 2008) cautioned that his model is multidirectional in nature, this dissertation 
utilizes cross-sectional data and thus assessed these relationships as linear, where individual 
characteristics impact health behavior, which in turn, impact health outcomes. Two samples are 
drawn from the 2007 Medicare Current Beneficiary Survey (MCBS) in order to assess differences 
in health outcomes and health care experiences (1) between elders with and without a USC and 
(2) among elders who have a USC provider. 
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Data Source 
The MCBS, sponsored by the Centers for Medicare and Medicaid Services (CMS), 
annually collects data on a nationally representative sample of Medicare beneficiaries (Centers 
for Medicare and Medicaid Services 2007). Any person currently receiving Medicare for any 
reason (age or disability) and living in any setting (community-dwelling or institutionalized) is 
eligible to participate. Respondents are randomly selected from the Medicare enrollment file; 
beneficiaries over the age of 84 and the non-elderly disabled are oversampled. MCBS 
respondents are surveyed 3 times a year for up to 4 years according to the survey's longitudinal 
overlapping panel-based design. Data collected during the MCBS is contained within 2 files: the 
Access to Care (AC) file and the Cost and Use file. The AC file contains information about the 
health, health care utilization, access to and satisfaction with health care, and sociodemographic 
factors of elders. The Cost and Use file contains information on health care utilization and the 
costs associated with utilization. 
This dissertation utilizes the cross-sectional full year of data for 2007 on community-
dwelling elders in the Access to Care (AC) file. Cross-sectional data were utilized for 2 reasons: 
(1) to clarify the obscure findings discussed in Chapter 2 and (2) because of financial constraints. 
Only community-dwelling respondents were included because information on a USC was not 
gathered for institutionalized elders. Medicare claims for the 2007 calendar year accompanied 
the MCBS file and were used to calculate emergency department utilization. 
Analytic Samples 
The 2007 MCBS AC contains data on 14,547 Medicare beneficiaries, 12,017 of whom 
were over the age of 64. Of those 12,017 elders, 11,288 participated in the community interview. 
Elders residing in U.S. territories were excluded because the U.S. Census Bureau's regional 
classification does not include non-state territories (U.S. Census Bureau 2010) and the 
proceeding analyses control for region of residence. 
Two samples were defined based on community-dwelling elders (see Figure 3); the first 
(sample 1) allowed for comparison of elders who did and did not have a USC and the second 
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(sample 2) allowed for an assessment of differences among elders with a USC provider. Sample 
1 contains data on 10,662 elders and sample 2 contains data on 1,324 elders who have a USC 
provider with complete information. Sample 2 is substantially smaller than sample 1 because it 
includes only elders who have a USC provider; to ensure quality for sample 2, elders must also 
have had complete information on a number of additional measures specific to elders who have a 
USC provider (for example, their ratings of satisfaction with the technical skills of their USC 
provider; these are discussed in the next section). 




Sample 1 (N=10,662): 
Differences Between 
Elders with a... 
Sample 2 (N=1,324): 
Differences Among 
Elders with a... 
Community-
dwelling Elders 
Usual Source of Care 
(USC) Provider 
(N= 1.814) 
Usual Source of Care 
(USC) Provider 
Usual Source of Care 
(USC) Place 
(N=8.560) 




Demographic information on each of the samples is contained in Table 1. Both samples 
have a mean age of 75 years and are predominantly white, non-Hispanic, married, and reside in 
metropolitan areas. The majority of elders in both samples have Medicare only or Medicare plus 
private insurance. 
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1Column percentages or means (standard deviations) 
caution when interpreting this estimate; it is based on 
are presented in the table; aReaders should take 
a sample (numerator) of fewer than 60 cases. 
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Table 2 presents information on the health and health care experiences of each sample. 
Nearly all elders (97.15%) reported that they had a USC provider or place. Among elders who 
identified a USC, identification of a place was more common than identification of a provider (80% 
vs. 17%). Among elders who had a USC provider, 94% reported their provider was a generalist 
provider compared to approximately 6% who reported they had a specialist provider. Nearly 50% 
reported being a patient of their provider for more than 5 years and nearly 42% reported that they 
were a patient for between 1 and 5 years. 
In both samples, most elders reported having at least 1 chronic condition and most 
reported that their health was very good or excellent. Few elders reported having at least 1 
inpatient hospital stay or at least 1 emergency department visit. In the sample comparing all 
elders, approximately 32% had at least 7 office visits as did approximately 21% of elders who had 
a USC provider. As expected (due to the way that they have been categorized), approximately 
25% of elders reported satisfaction with global quality, access, technical skills, interpersonal 
manner, and information giving. In both samples, approximately 5% of elders reported that they 
had delayed care because of its cost. 
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Table 2. Health and Health Care Experiences of the Analytic Samples 1,2 
Sample 1 Sample 2 
Elders with a USC 
All Elders Provider 




USC Provider Type 
Generalist 
Specialist 
Length of Provider-Patient Relationship 
Less than 1 Year 
1 -5 Years 
More than 5 Years 










Health Care Utilization 
At Least 1 Inpatient Hospital Stay 




7 or More visits 
Processes of Care 
Delayed Health Care because of Cost 
Satisfaction with Global Quality 
Satisfaction with Access 
Satisfaction with Technical Skills 
Satisfaction with Interpersonal Manner 






















































1Column percentages are presented in the table; 2Hyphens (-) indicate measures that were used 




Usual Source of Care. Two questions were used to assess the presence of a USC. 
First, elders were asked whether there was a "particular medical person or clinic you usually go to 
when you are sick or for advice about your health." If they answered affirmatively, elders were 
then asked whether there was a "particular doctor that you usually see at (the place where you 
usually receive care)". If an elder responded 'yes' to both questions, they were coded as having 
a USC provider (2); if they answered 'yes' to the first question (usual place) and 'no' to the 
second (usual provider) they were coded as having a USC place (1). Elders who responded 'no' 
to the first question (usual place) were coded as not having a USC (0). 
Two additional measures were derived for elders who reported having a USC provider. 
USC provider type was defined as general physicians or (body system) specialists based on 
elders' responses to the question "what is that provider's specialty?" Family practitioners, general 
practitioners, geriatricians, internists, and doctors of osteopathy were classified as generalist 
providers (0); specialists (1) included cardiologists, dermatologists, gastroenterologists, and 
endocrinologists. Provider continuity was measured as the length of time that an elder has been 
'seeing' their doctor and was reported in 5 categories: less than 1 year, 1 to less than 3 years, 3 
to less than 5 years, 5 to less than 10 years, and 10 years or more. These categories were 
collapsed into 3 categories (less than 1 year (0), 1 year to less than 5 years (1), and at least 5 
years(2)) for analytic simplicity; bivariate results did not change when this collapsing was 
assessed. 
Health. Two measures of health are examined: self-rated health and chronic disease. 
Elders were asked to rate their health poor to excellent compared to same-aged peers in 5 
categories from poor to excellent. Self-rated health was aggregated into 3 groups - excellent or 
very good (2), good (1), and fair or poor (0)— as is done in the National Health Interview Survey 
(NHIS) (Schoenborn, Vickerie, and Powell-Griner 2006). 
The presence of 10 chronic conditions, considered "among the most common and costly 
health conditions" (Federal Interagency Forum on Aging-Related Statistics 2008: 28), was 
assessed. These conditions are: arthritis, diabetes mellitus, stroke, hypertension, myocardial 
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infarction (heart attack), cancer, heart disease, and emphysema/asthma/chronic obstructive 
pulmonary disease (COPD). To determine whether elders had received a diagnosis of any of 
these conditions, they were asked "has a doctor ever told you that you had [condition]?" The 
presence of some chronic conditions was based on answers to more than 1 question; for 
example the presence of arthritis includes affirmative responses to questions regarding 
rheumatoid and non-rheumatoid arthritis and the presence of cancer is based on affirmative 
responses concerning skin and non-skin cancers. Diabetes and heart disease were categorized 
based on coding in the NHIS (Schoenborn, Vickerie, and Powell-Griner 2006). Diabetes includes 
elders who reported any type of diabetes (Type 1, Type 2, borderline, pre-diabetes, or other types 
of diabetes, don't know) except gestational diabetes (Schoenborn, Vickerie, and Powell-Griner 
2006). Heart disease includes coronary heart diseases, angina pectoris, and 'other heart 
conditions' (Schoenborn, Vickerie, and Powell-Griner 2006). 
Three measures were created to assess the presence of chronic conditions. First, 
dummy measures were created for each of the conditions assessed indicating the presence of 
the condition (elders who reported a condition were coded as 1 for that condition, while elders 
who reported they did not have a condition were coded as 0). Second, 1 dummy variable was 
created to indicate whether an elder reported the presence of at least 1 of the chronic conditions 
(1) being assessed. Finally, a count of the total number of chronic conditions that elders reported 
was created. For bivariate analyses, a categorical variable was created identifying elders 
reported having none, 1, 2, 3, or 4 of more conditions because of the low proportion of elders who 
reported the presence of more than 3 conditions. In regression analyses, the original, 
uncategorized variable is used in order to assess the linear impacts of total chronic conditions. 
Health care utilization. 3 types of health care utilization were measured for the 2007 
calendar year: inpatient hospital stays, emergency department visits, and office visits. The 
number of office-based visits and inpatient hospital stays were calculated from administrative 
records and were included on the MCBS AC file. Emergency department visits were calculated 
from the outpatient Medicare claims file based on revenue codes 0450-0459 and 0981 (Merriman 
and Caldwell 2008). Overall, the number of office visits ranged from 0 to 115 and the number of 
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emergency department visits ranged from 0-17. Because 85% of elders did not have a hospital 
inpatient stay or an emergency department visit during the 2007 calendar year, these measures 
were dichotomized into 'zero visits' (0) and 'at least 1 visit' (1). A categorical variable was also 
created for office visits that distinguished 'zero visits' (0), '1-6 visits' (1), and 'more than 6 visits' 
(2) because of the low proportion of elders reporting more than 6 visits in 2007. 
Processes of care. Processes of care were characterized by measures of access and 
satisfaction. Two measures of access are examined: delayed care and house calls. First, elders 
were asked whether they had "delayed seeking medical care because you were worried about 
the cost" in the last year. Second, elders who reported having a USC were asked whether their 
doctor made house calls. In both cases, elders who reported 'yes' (that they had delayed care 
because of cost or that their provider made house calls) were coded as 1 on each question. 
Five scales reflecting satisfaction with health care were calculated according to the 
methods of Lee and Kasper (1998); 2 scales were created for all beneficiaries and 3 were specific 
to elders with a USC provider. All scales were calculated as the mean of items asked on a 4-
point Likert scale ranging from "very satisfied" to "very dissatisfied"; all items and final scales were 
coded such that higher scores reflect better quality care (Lee and Kasper 1998). Scales were 
created for elders who responded to at least 1 of the items on each scale and, thus, can reflect a 
mean created from fewer than the total number of items included in each scale. 
Two satisfaction scores were created for all community-dwelling elders: satisfaction with 
global quality and satisfaction with access. Satisfaction with global quality was assessed using 5 
questions regarding beneficiaries' satisfaction with: getting information about what is wrong, 
follow-up care after initial treatment, quality of medical care received in the last year, the 
provider's concern for overall health, and the ability to receive all medical care at 1 location. 
Satisfaction with access was assessed according to 5 questions regarding: the availability of care 
on nights and weekends, the ease of getting to the provider from their home, the out-of-pockets 
costs of medical services, the ease of getting answers to questions about treatment and 
prescriptions over the telephone, and the availability of specialists. It should be noted that the 
last 2 items were not available when Lee and Kasper (1998) originally created the access scale; 
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they were added to this scale because they matched the conceptual meaning of the original 
scales. The Cronbach's alpha was 0.85 for satisfaction with global quality and 0.72 for 
satisfaction with access. The majority of elders had mean scores at or above the score denoting 
that they were 'satisfied' with their health care services; 92% and 84% of elders reported they 
were at least satisfied with the global quality of and their access to care, respectively. Both 
scales were dichotomized to identify elders who reported satisfaction in the top quartile of 
responses in person-weighted analyses (Lee and Kasper 1998); these highly satisfied elders 
were coded as 1. 
Beneficiaries with a USC provider were asked to assess their health care along 3 
dimensions: technical quality, interpersonal manner, and information giving (Lee and Kasper 
1998). Satisfaction with the technical aspects of care was assessed according to the following 4 
USC provider characteristics and behaviors: whether their USC checks everything when 
examining the person, is competent and well-trained, has a complete understanding of what is 
wrong with the person, and whether the person has great confidence in the USC. Satisfaction 
with the interpersonal aspects of care was assessed according to the following 4 items: whether 
the USCs office seems to be in a hurry, whether the USC explains medical problems, whether 
the person has health problems that should be but are not discussed, and whether the USC acts 
as if they are doing the person a favor by talking with them. Satisfaction with the information 
giving aspects of care was assessed by whether the USC provider has 4 characteristics: a good 
understanding of the person's medical history, tells the person all they want to know about 
medical treatment, answers all of the person's questions, and whether the person depends on the 
USC to feel better physically and emotionally. High scores reflect high satisfaction. Based on the 
analytic sample for elders with a USC provider, the Cronbach's alphas were 0.89 for satisfaction 
with technical aspects, 0.93 for satisfaction with interpersonal manner, and 0.72 for satisfaction 
with information giving. Again, the majority of elders had mean scores denoting that they were at 
least 'satisfied' with the services they received from USC; 92%, 67%, and 78% of elders reported 
they were at least satisfied with the technical quality of care, interpersonal manner of their USC 
provider, and information given by their USC provider, respectively. All scales were dichotomized 
46 
based on the person weighted top quartile to identify elders who reported very high satisfaction 
(Lee and Kasper 1998); highly satisfied elders were coded as 1. 
Socioeconomic Status. SES was measured using the mean score of income and 
education. Elders reported their highest level of education as: no schooling (1); nursery to 8th 
grade; 9th to 12th grade without a high school diploma; high school graduate; post-high school 
business, vocational, or technical degree; some college; associate's degree; bachelor's degree; 
or post-graduate degree (9). Income was reported in $5,000 intervals from "$5,000 or less" (1) to 
"$50,001 or more" (11); 2 additional categories, "less than $25,000" and "$25,000 or more" were 
included for elders who would not or could not provide a more detailed estimate. A single 
imputation of income was calculated by CMS for respondents who did not report income (based 
on previous income reports and sociodemographic information). 
SES was calculated as a mean of education and income; scores range from 1 to 11, 
where higher scores reflect higher SES. For example, an elder who reported no schooling (1) 
and an income of '$5,000 or less' (1) would have an SES score of 1; an elder who reported 
having a bachelor's degree (8) and an income of '$50,001 or more' (11) would have an SES 
score of 8.5. For elders who did not report their highest level of education, SES equals the 
income score. SES equals the education score only for elders whose income is reported in the 
"less than $25,000" or "$25,000 or more" categories. SES was divided into quartiles based on 
the person-weighted distribution of sample 1; they were created for simplicity of interpretation in 
bivariate tables. The original, continuous SES measure is used in regression analyses. 
Demographics. Age was measured from Medicare's administrative records as the elder's 
actual age in years, 65 and over; elder-reported sex is coded as male (0) or female (1). 
Race/ethnicity was measured from elder self-reports and is coded as Hispanic (0), non-Hispanic 
White (1), non-Hispanic Black (2), or non-Hispanic other (3). Marital status is coded as married 
(0), previously married (separated, divorce, or widowed) (1), or never married (2). Elders were 
coded as having been depressed if they reported being told by a provider that they were 
depressed in the last year (1). The type of health insurance that elders had was derived from 
administrative records and respondent reports. Health insurance was measured as Medicare 
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Part A only, or Medicare Part B only, Medicare Part A and B Only, Medicare plus private 
insurance coverage, Medicare plus public insurance coverage, or Medicare plus private and 
public insurance coverage. For the purpose of analyses, health insurance was categorized as 
Medicare only (0), Medicare plus private insurance (1), and Medicare plus public and private 
insurance (which included elders who reported only supplemental private insurance and 
supplemental private and public insurance) (2) due to the small number of elders reporting 
Medicare only and public supplemental insurance types. Proxy report is a dummy variable 
indicating whether the elder him/herself (0) or a proxy for the elder (1) responded to the survey. 
Region of residence was measured according to the 4 Census regions: Northeast (0), Midwest 
(1), South (2), and West (3). Elders' residence place type was measured according to a CMS 
indicator of residence in a non-metropolitan area (0) or metropolitan area (1). 
Analysis 
Analyses were conducted using Stata 11 (College Station, TX). Chi square, Wests, and 
analysis of variance (ANOVA), where appropriate, were used to examine differences in USC 
characteristics (presence, type, length of relationship) and SES with health (self-rated health, 
chronic diseases) and health care experiences (health care utilization, processes of care). For 
ease, SES is presented in quartiles for bivariate analyses and supplementary analyses examining 
the continuous measure of SES are discussed but not shown. Multivariate relationships, 
including mediating and moderating terms, were examined using appropriate regression 
methods. Self-rated health and number of office visits were examined using ordered logistic 
regression analyses; all remaining outcomes (inpatient hospital stays, emergency department 
visits, and process of care measures) were examined using binary logistic regression analyses. 
Conditional effects plots are shown for regression results with significant curvilinear and 
interaction terms. All regression analyses control for elders' age, sex, race/ethnicity, marital 
status, insurance type, residential region, residence place type, and total number of chronic 
conditions. All analyses were weighted according to the survey's complex survey design. 
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CHAPTER 4 
DIFFERENCES IN HEALTH AND HEALTH CARE EXPERIENCES 
OF ALL ELDERS BY SOCIOECONOMIC STATUS AND PRESENCE OF A USC 
One recently developed model of health care practice centers around the relationships 
between health care providers and patients (American Academy of Family Physicians et al. 2008; 
American Academy of Pediatrics 2002; American College of Emergency Physicians 2009). 
Previous research has shown that having a USC is associated with better health (Cohen et al. 
1997; Rohrer, Kruse, and Zhang 2004) and health care experiences (DeVoe et al. 2008; Lee and 
Kasper 1998; McCusker et al. 2000; Parboosingh and Larsen 1987; Rangel et al. 2005; 
Rosenblatt et al. 2000; Shah, Rathouz, and Chin 2001; Wolinsky et al. 1983). However, these 
relationships exist in the context of social factors including SES, which impacts health and health 
care experiences through both access to care and also through less measurable aspects of the 
interactions between health care providers and patients (Bourdieu 1984 [1979]; Cockerham 
2007). Previous research has shown that higher SES elders report better health (Benzeval and 
Judge 2001; Robert and House 1996; Schollgen, Huxhold, and Tesch-Romer 2010; Smith 2005; 
Young 2004) and processes of care (Chang et al. 2006; Cohen et al. 1997; Lee and Kasper 
1998) compared to their lower SES counterparts, although the relationship between SES and 
utilization is unclear (Bazargan, Bazargan, and Baker 1998; de Boer, Wijker, and de Haes 1997; 
Kapur et al. 2004; Shah, Rathouz, and Chin 2001; Strain 1991; Walter-Ginzburg et al. 2001; 
Wolinsky et al. 1983). 
This chapter examines differences in self-rated health and health care experiences 
(utilization and processes of care) among Medicare beneficiary elders by presence of a USC. As 
seen in Table 2, nearly all elders (97%) had a USC provider or place. Among elders who 
identified a USC, identification of a place was more common than identification of a provider (80% 
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vs. 17%). First, this chapter examines the demographic profile of elders who do and do not have 
a USC. Then, it examines bivariate differences in health, health care utilization, and process of 
care by SES and presence of a USC Finally, this chapter examines the multivariate relationships 
between SES and presence of a USC on health and health care experiences, controlling for 
sociodemographic factors. Because high SES elders may benefit more from their interactions 
with providers (because of similarities in education and income) than low SES elders, the unique 
and interactive impacts of SES and presence of a USC are taken into consideration for each 
outcome. 
Who has a USC? 
Chi square and ANOVAs were conducted to assess the distribution of the 
presence of a USC across the sociodemographic characteristics of elders (research question 1). 
These analyses are shown in Table 3. SES quartiles are presented for bivariate analyses for 
ease of interpretation; logistic regressions (not shown) were also conducted in order to determine 
if the associations between health and SES remained when the continuous measure of SES was 
used. Some calculations (for example, other, non-Hispanic) are suppressed due to the provisions 
of the CMS' Data Use Agreement; these categories were not included in bivariate tests of 
significance. 
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Table 3 Demographic Characteristics of Elders by Presence of a USC (N=10,662) 
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* p<0 05, ** p<0 01, *** p<0 001, 1Row percentages or means (standard deviations) are presented in the 
table, 2Cells are suppressed in accordance with the Centers for Medicare and Medicaid's Data Use 
Agreement (8a) They are not used in bivariate tests of significance, aReaders should take caution when 
interpreting this estimate, it is based on a sample (numerator) of fewer than 60 cases 
51 
There were no significant differences in presence of a USC based on age, SES, marital 
status, residence place type, or depression in the previous year. There were, however, 
significant differences in presence of a USC by sex, race/ethnicity, and region. Males and elders 
of Hispanic descent were more likely to report not having a USC and, when they reported having 
a USC, they were more likely to report having a USC provider (as opposed to a place) than were 
females and elders who were white or black, non-Hispanic. Elders in the Midwest and West were 
more likely than elders in the Northeast and South to report having a USC provider; elders in the 
Northeast and South were more likely to report having a USC place. Elders who reported having 
supplemental private insurance in addition to Medicare were more likely to report that they had a 
USC compared to other elders; however, they were less likely to report having provider (as 
opposed to a USC place) than other elders. 
Health and Health Care Experiences by SES and Presence of a USC 
Ro c o a r r h n n p c t i n n 9 ackor l \A/hothor tharQ \A/oro Hif fprpnppc in hpa l fh hppl th pa!"P 
utilization, and processes of care by SES and presence of a USC Table 4 examines these 
relationships using chi square analyses. As in Table 1, SES is presented in quartiles for ease of 
interpretation. Similar to SES, the total number of chronic conditions is presented in categories 
(0, 1, 2, 3, 4 or more). Regression results using the continuous versions of SES and total chronic 
conditions are discussed only if they conflict with the results shown. 
Nearly 93% of elders reported the presence of at least 1 chronic condition. More than 
50% of elders reported having ever been told by a physician that they had arthritis (59%) or 
hypertension (68%). Reported rates of cancer, diabetes, and heart disease were lower. 
Approximately 20% of elders reported the presence of only 1 chronic condition; nearly 30% 
reported having 2 conditions and an additional 45% reported having at least 3 conditions. 
Despite the prevalence of chronic conditions among this sample of elders, nearly 50% reported 
that they were in very good or excellent health and an additional 32% reported that they were in 
good health. 
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Table 4. Distribution of Health and Health Care Experiences by SES and Presence of a USC (N=10,662) continued1 
Health Care Utilization 
At Least 1 Inpatient Hospital 
Stay 





7 or More visits 
Processes of Care 
Delayed Health Care because 
2 of Cost 
Satisfaction with Global Quality 





























































































* p<0.05, ** p<0.01, *** p<0.001; 1Column percentages are presented in the table; aReaders should take caution when interpreting this estimate; it 
is based on a sample (numerator) of fewer than 60 cases. 
Significant differences in the presence of chronic conditions and self-rated health were 
evident by SES and presence of a USC. Elders with lower SES and those who reported having a 
USC had higher rates of many chronic conditions than did higher SES elders and those who did 
not have a USC place or provider. Elders with lower SES reported higher rates of arthritis, 
diabetes, emphysema/asthma/COPD, heart attack, hypertension, stroke, and cancer compared 
with elders who had higher SES. No significant differences were found in the rates of heart 
disease by SES. Elders with a USC place or provider reported higher rates of arthritis, diabetes, 
emphysema/asthma/COPD, heart attack, heart disease, and hypertension than elders who did 
not have a USC. There were no significant differences in rates of cancer or stroke by presence of 
a USC. Consistent with these differences, elders with lower SES and those who reported having 
a USC were significantly more likely to report the presence of at least 1 chronic condition and 
reported higher number of total chronic conditions. For example, 50% of elders in the lowest SES 
quartile and approximately 46% of elders with a USC provider or place reported having at least 3 
chmnic conditions compared to approximately 42% of elders in the highest SES quartile and 21% 
of elders who did not have a USC. Bivariate logistic regressions using the continuous measure of 
SES confirmed these results (data not shown). 
Higher SES was associated with better self-reported health status; nearly 62% of elders 
in the top quartile of SES reported being in very good or excellent health compared with nearly 
36% of elders in the lowest SES quartile. Bivariate ordered logistic regression also revealed a 
significant positive relationship between SES and self-rated health status (results not shown). A 
different pattern in self-rated health status was seen by presence of a USC. Elders who reported 
having a USC (provider or place) reported poorer self-rated health than did elders who did not 
have a USC. Approximately 20% of elders with a USC reported poor or fair health compared to 
approximately 13% of elders without a USC; less than 50% of elders with a USC reported very 
good or excellent health compared to nearly 56% of elders without a USC. 
In terms of health care experiences, nearly 14% of elders had an inpatient hospital stay 
and 15% had at least 1 emergency department visit in 2007. Sixty-six percent of elders had at 
least 1 office visit and 32% had more than 6 office visits during the 2007 calendar year. 
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Approximately 5% of elders delayed health care because of cost. Consistent with the 
categorization of satisfaction with quality and access into quartiles, approximately 24% of elders 
reported very high levels of satisfaction. 
Health care utilization varied by SES and presence of a USC. Elders with higher SES 
were less likely to report having an inpatient hospital or an emergency department visit than lower 
SES elders. However, higher SES elders had more office visits in than elders with lower SES. 
Binary logistic and ordered logistic regressions confirmed these results for inpatient hospital 
stays, emergency department visits, and office visits using the continuous measure of SES (data 
not shown). Elders with a USC place had higher rates of inpatient hospitalization and more office 
visits than did elders without a USC and elders with a USC provider. There was no significant 
difference in emergency department visits by presence of a USC. 
Differences by SES and presence of a USC were also evident for processes of care. 
Elders with higher SES were significantly less likely to report delaying health care because of cost 
than elders with lower SES. However, having had delayed care because of cost was not 
associated with the presence of a USC. Higher SES elders and elders with a USC reported 
significantly higher rates of satisfaction with both the global quality of and access to their care 
than lower SES elders and elders who did not have a USC or had a USC place. Bivariate logistic 
regression analysis confirmed these results using the continuous measure of SES (data not 
shown). 
Multivariate Examinations of Health and Health Care Experiences 
Research questions 3-6 assess the multivariate relationships between SES and presence 
of a USC on self-rated health, health care utilization, and processes of care using binary and 
ordered logistic regression. These results are shown in Tables 5-8. For all analyses, odds ratios 
are shown. Continuous measures of SES and total number of chronic conditions were included 
in the models. For each analysis, the first model assesses the impact of SES and chronic 
conditions, controlling for sociodemographic characteristics, and the second model adds the 
impact of the presence of a USC. Subsequent models assess the additional impact of other 
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predictors (for example, health care utilization and processes of care as predictors of self-rated 
health) and interactive effects. 
Analyses control for age, sex, race/ethnicity, marital status, health insurance type, region 
and residence place type, depression in the last year, and proxy respondent status. Because of 
the small proportion of elders reporting being unmarried, not white, non-Hispanic, and having a 
variety of health insurance types (as seen in Table 1), dummy measures for these measures 
were included in the models. Elders with Medicare plus private supplemental insurance are 
included in the models because these elders may be different from other elders who cannot or do 
not choose to pay for additional health care services; additionally, this 1 category of health 
insurance comprises the largest proportion of the sample (as seen in Table 1).7 The inclusion of 
these dummy measures, as opposed to all categories of, for example, marital status, did not 
change any of the models. All analyses tested for curvilinear effects of SES, total number of 
chronic conditions, and age; only significant effects are shown. 
Although Andersen (1995, 2008) cautioned that his mode! is multidirectional in nature 
(that health was not the direct result of process of care and health care utilization but that health 
also impacted both of these outcomes), the analyses presented here regard these relationships 
as unidirectional in nature. Including all measures as predictors of the measure that is currently 
considered the outcome (for example, examining self-rated health as a predictor of processes of 
care and then examining processes of care as predictors of self-rated health) leads to problems 
with inference. This unidirectional approach is supported by the cross-sectional nature of the 
data. 
Processes of Care 
Table 5 shows odds ratios from logistic regression analyses of SES, presence of a USC, 
and the total number of chronic conditions on processes of care. There were significant 
Although it may appear that the Medicare Only is the largest category of health insurance, it reflects 
elders with 3 different types of Medicare Only configurations: Medicare Part A only, Medicare Part B only, 
or Medicare Parts A and B only. Thus, the Medicare Only category reflects a variety of Medicare Only 
arrangements. 
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demographic differences in the likelihood of having had delayed care because of cost and 
reporting high levels of satisfaction with the global quality of and access to care. Older elders 
were less likely to delay care and to report high levels of satisfaction with the global quality of the 
care they receive compared to younger elders; age did not significantly impact satisfaction with 
access. No curvilinear relationship between age and processes of care was found (results not 
shown). Females and elders who were told that they were depressed in the previous year were 
more likely to delay care while elders who had private supplemental insurance in addition to 
Medicare were significantly less likely report having delayed care. These factors- sex, 
depression, and health insurance type- did not significantly impact satisfaction with care. White, 
non-Hispanic elders were significantly more likely to report high levels of satisfaction with the 
global quality of and access to care; elders in the Northeast were significantly less likely to report 
high levels of satisfaction. Race/ethnicity and region of residence did not significantly impact the 
likelihood of having had delayed care. 
Research questions 3 assesses whether there are differences in processes of care by 
SES, total number of chronic conditions, and presence of a USC. Elders with more chronic 
conditions were more likely to report delaying care and less likely to report satisfaction with 
access to care. There was no association between chronic conditions and global quality of care. 
No curvilinear relationships between processes of care and total number of chronic conditions 
were detected (results not shown). 
Elders with higher SES were significantly more likely to report high satisfaction with the 
global quality of and access to care. However, SES has a curvilinear relationship with delayed 
care that was revealed when the presence of a USC was added to the model (Model 2). This 
relationship is depicted in Figure 4. To create this graph, all measures in Model 2 were held at 
their means, except for SES and SES squared. As shown in Figure 4, the likelihood of having 
had delayed care increases from an SES of 1 to an SES of approximately 3.5 and then declines 
rapidly. Elders with moderately low SES have the highest probability of having had delayed care 
(just over 5% were likely to report having had delayed care). 
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Having a USC, provider or place, resulted in significantly lower likelihood of delaying care 
and significantly greater likelihood of high levels of satisfaction with the global quality of care and 
access to care. Elders with a USC were approximately 50% less likely to report delaying care 
and 1.5 times more likely to report very high satisfaction with the global quality of care and with 
access to care compared to elders who did not have a USC. Significant differences in the 
coefficients for elders with USC places and USC providers were also examined (results not 
shown). Although the type of USC that an elder had did not significantly impact the likelihood of 
delaying care, elders with USC providers were significantly more likely than elders with a USC 
place to report satisfaction with the global quality of their care and with their access to care. The 
addition of presence of a USC did not substantively change the impact of sociodemographic 
characteristics or chronic conditions for any of the outcomes or for SES for satisfaction with global 
quality and access. 
Research question 6 assesses whether the relationships discussed above are moderated 
by the interactions between SES and chronic conditions, SES and presence of a USC, and/or 
chronic conditions and presence of a USC (research questions 4 and 5 do not apply to processes 
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of care) Interaction effects were tested for all process of care outcome measures, only the 
interaction between the presence of a USC and total number of chronic conditions significantly 
impacted satisfaction with access to care These results are shown in Model 7 and depicted in 
Figure 5 All measures in Model 3 were held at their means, except for the total number of 
chronic conditions and presence of a USC, to create Figure 5 Overall, elders with a higher 
number of total chronic conditions were less likely to report high levels of satisfaction with access 
However, elders who have a USC have a higher probability of satisfaction with access and 
experience less decline in satisfaction as the number of chronic conditions increase There is no 
significant difference in rates of satisfaction between elders with a USC place and a USC provider 
(results not shown) For example, more than 25% of elders with zero chronic conditions and a 
USC provider are likely to have high levels of satisfaction with access compared to approximately 
21 % of elders who do not have a USC As the number of chronic conditions increases, elders 
with who do not have a USC are increasingly less likely to have high levels of satisfaction with 
access However, although the likelihood of high leve's o f sat'sfaction among elders with a USC 
does decline as the total number of chronic conditions increases, it does not decline as steeply as 
for elders with no USC Among elders with 8 chronic conditions, more than 20% of elders who 
have a USC provider are likely to report high satisfaction compared to approximately 1% of elders 








Figure 5. Predicted Probability of Satisfaction with Access 
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Health Care Utilization 
Tables 6 and 7 show logistic regression analyses predicting health care utilization; binary 
logistic regression was used to assess the likelihood of having at least 1 inpatient hospital stay or 
at least 1 emergency department visit (Table 6) and ordered logistic regression was used to 
assess the number of office visits (Table 7) during the 2007 calendar year. Because of the 
different regression methods used, the results for each table are discussed separately. 
Inpatient Hospital Stays or Emergency Department Visits. The likelihood of having an 
inpatient hospital stay or emergency department visit varied by sociodemographic characteristics 
as shown in Table 6. Older elders, elders with private supplemental insurance, elders who were 
diagnosed with depression in the previous year, and elders who were surveyed via proxy were 
significantly more likely to have at least 1 inpatient hospital stay or at least 1 emergency 
department visit than other elders. Age did not have a significant curvilinear impact on these 
types of health care utilization (results not shown). Elders residing in non-metropolitan areas 
were significantly less likely to have either of these types of visits during the 2007 calendar year. 
62 
While marital status did not significantly predict the likelihood of having at least 1 emergency 
department visit, married elders were significantly less likely to have an inpatient hospital stay 
than unmarried elders. Females were significantly more likely to have at least 1 emergency 
department visit compared to males; sex did not significantly impact the likelihood of at least 1 
inpatient hospital stay. There were no significant differences in inpatient hospital stays or 
emergency department visits types of health care utilization by race/ethnicity or region of 
residence. 
The impact of SES, presence of a USC, and the total number of chronic conditions 
(research question 3) are assessed in Models 1 and 2 for inpatient hospital stays and Models 3 
and 4 for emergency department visits. The presence of a USC did not significantly predict the 
likelihood of inpatient hospital stays or emergency department visits. However, in analyses not 
shown, USC place was found to be significantly different from the coefficient on USC provider; 
elders with USC providers are significantly less likely to have had at least 1 inpatient hospital stay 
than elders with a USC place. A similar relationship was not found for emergency department 
visits. Elders with more chronic conditions and lower SES are more likely to have at least 1 
inpatient hospital stay or at least 1 emergency department visit than are elders with fewer chronic 
conditions and higher SES. Neither chronic conditions nor SES were related in a curvilinear 
fashion to these types of health care utilization (results not shown). 
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p<0.05, ** p<0.01, *** p<0.001; 1Non-significant measures of interest were tested but are not shown in the tables. 
Research question 4 asked whether the relationships between SES, presence of a USC, 
and total number of chronic conditions with health care utilization were impacted by processes of 
care. The likelihood of having at least 1 inpatient hospital stay was not significantly predicted by 
having had delayed care because of cost or satisfaction with the global quality of or access to 
care (results not shown). However, having delayed care and satisfaction with access to care did 
significantly predict the likelihood of an emergency department visit. Elders who reported 
delaying care were significantly more likely to have an emergency department visit in 2007 than 
were elders who did not delay care (Model 5). Conversely, elders who reported very high 
satisfaction with access to care were significantly less likely to have an emergency department 
visit in 2007 than were elders who reported lower levels of satisfaction with access (Model 6). 
Satisfaction with global quality of care had no significant impact on the likelihood of emergency 
department visits. In order to assess the importance of process of care simultaneously, delayed 
care and reporting high satisfaction with access to care were included in the same regression 
model (Model 7). Delayed care remained significant while satisfaction with access became non-
significant. 
Interactions between SES and presence of a USC, SES and total number of chronic 
conditions, and total number of chronic conditions and presence of a USC were assessed 
according to research question 6 (research question 5 does not apply to health care utilization 
outcomes). No significant interaction effects were found (results not shown). All results were 
consistent when presence of a USC was removed from the model. 
Office Visits. Ordered logistic regression was used to predict whether elders had zero, 1-
6, or more than 6 office visits in 2007. The results, shown as odds ratios, are presented in Table 
7. The likelihood of having more office visits was significantly predicted by a number of 
sociodemographic characteristics. Females, elders with private supplemental insurance, those 
who report having been diagnosed with depression in the previous year, and elders who were 
surveyed via proxy had significantly more office visits than other elders. 
65 
Table 7. Ordered Logistic Regression (Odds Ratios) of Office Visits by SES and 
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F 101.55*** 111.47*** 104.72*** 
* p<0.05, ** p<0.01, *** p<0.001; 1 Non-significant measures of interest were tested but 
are not shown in the tables. 
Age has a significant curvilinear relationship with number of office visits, as shown in 
Figure 6. Figure 6 was calculated based on Model 1; Model 1 was chosen because these results 
remained consistent throughout model iterations. All measures except age and age squared 
were held at their means. Overall, elders were most likely to have had 1-6 office visits compared 
to none or more than 6 visits; approximately 40% of elders of all ages had 1-6 office visits. The 
probability of having no visits decreased among elders younger than 77 years old and increased 
among elders older than 94 years old. For example, 70 and 100 year old elders had an 
approximately 35% probability of having no office visits, compared to 85 year old elders whose 
probability decreased to approximately 28%. Elders in this middle age group were more likely to 
have more than 6 visits than no visits. Among this 77-94 year old group, the probability of having 
more than 6 visits increased slightly to about the age of 85 before declining once again. 
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\ 
70 80 90 100 
Age 
Modeis 1 and 2 assess the impact of SES, presence of a USC, and total chronic 
conditions on number of office visits (research question 3). The addition of presence of a USC 
did not substantively change the relationship between SES, total number of chronic conditions, 
and number of office visits. Elders with more chronic conditions and elders who have a USC 
place had more office visits in 2007 than did other elders. 
Similar to age, SES has a curvilinear relationship with office visits. This relationship is 
depicted in Figure 7; except for SES and SES squared, all measures in Model 1 were held at their 
means. Model 1 was chosen because these results remained consistent through model 
iterations. Regardless of SES, most elders were likely to have had 1-6 office visits in 2007; 
approximately 40% of elders at each level of SES were likely to have between 1 and 6 office 
visits. Low (below an SES of 2.5) and high (above an SES of 9) SES elders were likely to report 
more than 6 office visits than elders who had SES scores between 2.5 and 9; those elders who 
had an SES between 2.5 and 9 were more likely to report having no office visits than more than 6 
visits. The likelihood of having no office visits increased from an SES of approximately 3 (where 
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it is approximately 31%) to an SES of approximately 6 (where it is approximately 34%) before 




Figure 7. Predicted Probability of Office Visits by SES 





In order to assess research question 4, processes of care measures (having delayed 
care and satisfaction with global quality of care and access to care) were added to the model. 
Having delayed care and high satisfaction with access to care did not significantly predict the 
likelihood of office visits (results not shown). As shown in Model 3, elders who reported high 
satisfaction with the global quality of care had significantly more office visits than other elders 
These relationships were not significantly moderated by relationships between SES and total 
number of chronic conditions, SES and presence of a USC, or presence of a USC and total 
number of chronic conditions (research question 6, results not shown). 
Self-Rated Health 
Table 8 presents odds ratios from ordered logistic regression predicting higher levels of 
self-rated health (fair/poor, good, very good/excellent). Self-rated health significantly differed by a 
number of sociodemographic characteristics. Older and white, non-Hispanic elders and elders 
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who had private supplemental insurance reported significantly higher levels of self-rated health 
than other elders. Elders who reported being told that they had depression in the previous year 
and who were surveyed via proxy reported lower levels of self-rated health. There were no 
significant differences in reported self-rated health by sex, marital status, or residential 
characteristics. 
Models 1 and 2 assess the impact of SES, presence of a USC, and total number of 
chronic conditions on self-rated health (research question 3). The presence of a USC, provider or 
place, did not significantly impact ratings of health. There was no significant difference in the 
coefficients for USC provider and USC place on levels of self-rated health (results not 
shown).Supplementary analyses showed that the impact of a USC on self-rated health was fully 
mediated by chronic conditions (results not shown). The addition of the presence of a USC did 
not substantively impact the relationships between SES, total number of chronic conditions, and 
self-rated health. All results were consistent when the presence of a USC was removed from the 
analyses. Elders with higher SES reported higher levels of self-rated health. 
The total number of chronic conditions has a curvilinear relationship with self-rated 
health, as seen in Figure 8. Figure 8 was calculated using the means for all measures in Model 
1, except for the total number of chronic conditions and the total number of chronic conditions 
squared. Model 1 was used because the results for total number of chronic conditions remained 
consistent through model iterations. As the total number of chronic conditions increases, the 
likelihood of reporting very good or excellent health declines and the likelihood of fair or poor 
health increases. For example, approximately 14% of elders with 2 chronic conditions will report 
fair or poor health while approximately 65% of elders will report very good or excellent health. By 
comparison, approximately 49% of elders with 6 chronic conditions report fair or poor health 
compared to approximately 15% who will report very good or excellent health. The likelihood of 
reporting good health is highest among elders with 4 chronic conditions, approximately 40% of 
elders will report good health. 
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159.50*** 138.02*** 111.11*** 125.30*** 117.77*** 
p<0.001;1 Non-significant measures of interest were tested but are not shown in the *p<0.05, **p<0.01, 
tables. 
Figure 8. Predicted Probability of Self-Rated Health 
























- " • " 
~ 
•*" 





^ 0 ^ - 0 " ^ *• " " 
*^"**^  **• -^  
^ ^ ' • > - " 
-** 
"»"'" *•-. 
^ • " 
^-" * * « * • 
,** ** 
\t r* - j / i r II * 
/ / 
s s S s 
s 
*' 
T 1 r 
2 4 6 
Total Number of Chronic Conditions 
Modei 3 assessed research question 4, which asked whether processes of care impact 
self-rated health. All 3 process of care measures significantly predicted self-rated health when 
included in the model individually (results not shown) and simultaneously. Elders who delayed 
care reported lower levels of self-rated health while elders who reported high satisfaction with 
quality of care and with access to care reported better self-rated health. 
Research question 5 asked whether self-rated health was further predicted by health care 
utilization. Having at least 1 inpatient hospital stay, at least 1 emergency department visits, and 
office visits were assessed in separate regressions models. Inpatient hospital stays, emergency 
department visits, and office visits significantly predicted self-rated health when examined 
separately (results not shown) and simultaneously (Model 4). Elders who had a hospital stay, an 
emergency department visit, or more than 6 office visits in 2007 reported significantly poorer 
health other elders. Having 1-6 office visits was not significantly related to self-rated health. 
Finally, research question 6 assesses whether these relationships are moderated by the 
interactions between (1) SES and the total number of chronic conditions, (2) presence of a USC 
and SES, and (3) presence of a USC and total number of chronic conditions. Only the interaction 
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between SES and the total number of chronic conditions was significant; it is shown in Model 5 
and in Figure 9 (for an alternate version of Figure 9, please see Figure 10 in the appendix). 
Figure 9 was calculated using the means for all of the measures in Model 1 and present SES and 
chronic conditions at the 25 th, 50 th, and 75th percentiles.8 The significant interaction term depicts 
that the relationship between SES and self-rated health is significantly stronger among elders 
who have more chronic conditions. Although elders with more chronic conditions report worse 
self-rated health than lower SES elders, high SES elders consistently report higher levels of self-
rated health within each category of chronic conditions. For example, 53% of high SES elders 
with a moderate number of chronic conditions report excellent or very good health, compared to 
only 45% of 2 other groups of elders: low SES elders with a moderate number of chronic 













Figure 9. Predicted Probability of Self-Rated Health 












This chapter explored the independent and interactive effects of SES and presence of a 
USC to determine if these factors concurrently impacted health and health care experiences. 
Interactions between these measures and the total number of chronic conditions, a measure that 
defines what Andersen (1995; 2008) would call a health 'need', were also explored to examine 
whether SES or the presence of a USC were especially important for elders with more chronic 
conditions. The impacts of presence of a USC, SES, total chronic conditions, and health care 
experiences will be discussed separately. 
Nearly all elders reported having a USC (97%). The analyses presented here did not find 
that the presence of a USC mattered for the likelihood of an inpatient hospital stay, an emergency 
department visit, or for self-rated health when SES, the total number of chronic conditions, and 
other demographic factors were taken into account. However, elders with a USC place had 
significantly more office visits than did other elders. Since the presence of a USC was not 
significant in initial models of health and health care utilization the impact of the presence of a 
USC on health care utilization and self-rated health cannot be mediated by process of care 
measures. The presence of a USC did matter, however, for processes of care. Elders with a 
USC provider were significantly more likely to be satisfied with the global quality of their care than 
were elders who had a USC place; elders who had no USC were the least likely to report 
satisfaction with the global quality of their care. However, no association was found for elders' 
satisfaction with access to care. 
Regardless of whether their USC was a place or a provider, elders with a USC 
experienced slower and lower declines in their satisfaction with access to care as the total 
number of chronic conditions increased compared to elders without a USC. For example, just 1% 
of elders who had no USC and 8 chronic conditions were satisfied with their access to care, as 
compared with 15% of elders who had a USC place and more than 20% of elders who had a 
USC provider (all with the same number of chronic conditions). As a whole, these analyses 
suggest that the presence of a USC is perhaps not as important as other factors being measured, 
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like SES or the total number of chronic conditions, for health and health care utilization, but that a 
USC is important for patient satisfaction with processes of care. 
As expected, higher SES elders had better self-rated health, were less likely to have had 
an inpatient hospital stay or emergency department visit, and were more likely to report high 
levels of satisfaction with care. In terms of processes of care, higher SES elders were more likely 
to report high levels of satisfaction with the quality of and access to care and were less likely to 
have had delayed care because of cost. The fact that SES impacts health and health care 
experiences, controlling for access to health care services through Medicare, presence of a USC, 
and the total number of chronic conditions, shows the importance of SES as a predictor of these 
outcomes. Interestingly, the interaction between SES and presence of a USC was not significant 
in any analyses. This would mean that having a USC is no more important for lower SES elders 
than it is for higher SES elders. These findings suggest that interventions and programs 
designed to ameliorate SES differences by providing elders with a USC without also addressing 
their chronic health conditions and non-health needs are unlikely to be successful. 
The analyses presented in this chapter assessed health 'need' (Andersen 1995; 
Andersen 2008) by the number of chronic conditions elders were told they had by their health 
care provider. The 10 chronic conditions examined are considered "among the most common 
and costly health conditions" (Federal Interagency Forum on Aging-Related Statistics 2008: 
27).The number of chronic conditions that elders reported significantly affected their health and 
health care experiences. Elders with more chronic conditions reported less satisfaction with their 
access to health care and were more likely to have had delayed care because of cost than elders 
with fewer chronic conditions. These elders also were more likely to have had at least 1 inpatient 
hospital stay, 1 emergency department visit, and more office visits than other elders. In terms of 
self-rated health, as the number of total chronic conditions increased, the likelihood of reporting 
very good or excellent health decreased and the likelihood of reporting fair or poor health 
increased. As the number of total chronic conditions increased among elders with a USC, the 
likelihood of satisfaction with access to care declined at a much slower rate than for elders with 
the same number of chronic conditions and no USC. Additionally, the fact that there is an 
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interaction between SES and total number of chronic conditions for self-rated health, such that 
the relationship between SES and self-rated health is stronger for elders with more chronic 
conditions, would seem to highlight the importance of chronic conditions in studies of social class-
based disparities in health and health care. 
Process of care measures also played an important role in predicting health care 
utilization and self-rated health. Elders who had delayed care because of cost were more likely to 
have had an emergency department visit and to report lower levels of self-rated health. 
Conversely, elders who reported high levels of satisfaction with their care were less likely to have 
an emergency department visit but were more likely to have more office visits and to report high 
levels of self-rated health than elders who reported lower satisfaction. 
In summary, this chapter has examined differences in health and health care experiences 
of elders by SES and the presence of a USC. Although the presence of a USC may be important 
for processes of care, it was shown to be less important for health care utilization and self-rated 
health than were SES and the total number of chronic conditions. 
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CHAPTER 5 
DIFFERENCES IN THE HEALTH AND HEALTH CARE EXPERIENCES 
OF ELDERS WITH A USC PROVIDER BY SES AND PROVIDER CHARACTERISTICS 
This chapter examines differences in health and health care experiences among elders 
who reported the presence of a USC provider. Although 97% of elders report that they had a 
USC, only 17% reported that their USC was a provider (see Table 2, Chapter 3). Previous 
research has shown that elders who have care continuity (DeVoe et al. 2008; lonescu-lttu et al. 
2007; Lee and Kasper 1998; Wasson et al. 1984; Weiss and Blustein 1996) and a generalist 
provider (Chin et al. 2000; Rosenblatt et al. 2000) have better health and health care experiences 
than elders who do not have care continuity and have specialist providers, respectively. In 
general, elders who have had longer relationships with their providers (DeVoe et al. 2008; 
lonescu-lttu et al. 2007; Lee and Kasper 1998; Wasson et al. 1984; Weiss and Blustein 1996) 
report better health, processes of care, and less health care utilization. The relationship between 
provider type and health and health care experiences is less clear (Chin et al. 2000; Rosenblatt et 
al. 2000). As a whole, there has been little research on the impact of characteristics of the 
patient-provider relationship on health and health care experiences. 
SES differences in health and health care experiences may also be evident when 
focusing on elders who have a USC provider. Higher SES elders may be more able to afford 
multiple visits to a USC and other specialist care providers and may share more lifestyle 
characteristics and ways of understanding the world (Bourdieu 1984 [1979]; Cockerham 2007) 
with their health care providers than lower SES individuals. This may lead to better health and 
health care experiences for higher SES individual who are able to negotiate with their providers to 
better manage their health. However, no known studies have examined the interactive effective of 
SES and USC characteristics among elders with a USC. This chapter seeks to clarify the 
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relationship between provider characteristics and health and health care experiences while also 
taking into account the potential interactive effects of these 2 measures. 
This chapter addresses differences in the health and health care experiences of 
Medicare beneficiary elders with a USC provider by SES and USC provider characteristics 
(research questions 7-12). Two USC provider characteristics are examined: the type of a USC 
provider (generalist provider or specialist provider) and provider continuity (defined as the amount 
of time that an elder has been a patient of their USC provider). Among elders who have a USC 
provider, approximately 95% of elders reported having a generalist physician as their USC 
provider as opposed to a (body systems) specialist USC provider, as seen in Table 2. Most 
elders have had long-term relationships with their USC providers; more than 90% of elders have 
had the same provider for at least 1 year and nearly 50% of elders have had the same provider 
for more than 5 years. First, this chapter examines the demographic profile of elders by USC 
provider characteristics. Then, it examines bivariate differences in health, health care utilization, 
and processes of care by SES and USC provider characteristics. Finally, this chapter examines 
the multivariate relationships between SES and USC provider characteristics on health and 
health care experiences. 
Are There Differences in the Demographic Profile of Elders 
by USC Provider Type and Continuity? 
Research question 8 asks whether there are differences in the type of USC provider and 
provider continuity among elders' with different sociodemographic characteristics. SES quartiles 
are presented in bivariate analyses for ease of interpretation; logistic regressions were also 
conducted in order to determine if the associations between health and SES remained when the 
continuous measure of SES was examined. These results are discussed when they differ from 
bivariate analyses but are not shown. Due to the small sample sizes of some groups (for 
example non-whites), some sociodemographic categories have been collapsed. These 
categories include race/ethnicity, which has been collapsed to white, non-Hispanic versus other, 
and health insurance type, which has been collapsed to Medicare plus private insurance versus 
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all other types of Medicare (which includes Medicare only and Medicare plus public insurance), 
and marital status, which has been collapsed to currently married vs. not married (previously 
married, widowed, and never married). Also some calculations are suppressed due to the 
provisions of the CMS' Data Use Agreement; these categories were not included in bivariate tests 
of significance. 
As seen in Table 9, there are no significant differences in elders' age, sex, race/ethnicity, 
SES, marital status, health insurance, region, or residence place type by USC provider type. 
However, elders with a generalist USC were significantly more likely to report having been told 
that they were depressed in the past year than were elders who had a specialist USC provider. 
Few significant differences in provider continuity were evident by sociodemographic 
characteristics. There were no significant differences in the length of relationship with a USC 
provider by age, sex, race, residence place type, or region of residence in the past year. 
Continuity did differ, however, by marital status, and health insurance type. Unmarried elders 
reported shorter relationships with their USC provider than did married elders. Approximately 7% 
of married elders reported having a relationship of less than 1 year compared to 13% of 
unmarried elders. Elders who reported Medicare plus private insurance reported longer 
relationships with their USC providers than elders who had other Medicare insurance 
configurations. Although analysis using the SES quartiles showed a significant positive 
relationship between SES and provider continuity, this relationship did not remain significant in a 
bivariate binary logistic regression analysis using the continuous SES variable. 
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Table 9. Demographic Characteristics of Elders With a USC Provider by Provider Characteristics (N=1,324)1,2 
Type of Provider 
Generalist Specialist 
Total 94.32% 5.68% 
Age 75.24 (6.82) 74.67 (6.48) 
Sex 
Male 93.71 6.29' 
Female 94.95 5.05' 
Race/Ethnicity 
White, non-Hispanic 94.57 5,43' 
Other 93.48 6.52' 
Socioeconomic Status 
Bottom Quartile 92.90 7.10' 
2nd Quartile 94.58 5.42' 
3rd Quartile 95.58 4.42' 
Top Quartile 95.43 4.57' 
Marital Status 
Married 94.69 5.31' 
Not Married 93.77 6.23' 
Health Insurance 
Medicare plus Private Insurance 93.85 6.15' 
Other Medicare 94.72 5.28' 
Provider Continuity 
Less than 1 More than 5 
Year 1-5 Years Years 
9.76% 41.88% 48.35% 
75.62 (7.36) 75.05 (6.93) 75.25 (6.55) 
8.10' 44.26 47.64 
11.46 39.47 49.07 
9.48 42.62 47.90 
10.74' 39.37 49.90 
12.11' 44.28 43.61 
7.62' 39.03 53.35 
10.64' 37.13 52.23 
7.68' 46.09 46.23 
7.36 44.20 48.44 
13.38 38.40 48.22 
8.55' 36.94 54.50 
10.78 46.04 43.17 
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* p<0.05, ** p<0.01, *** p<0.001; 1Row percentages or means (standard deviations) are presented in the table; 2Cells are 
suppressed (-) in accordance with the Centers for Medicare and Medicaid's Data Use Agreement (8a). Suppressed cells were 
not included in the calculation of bivariate analyses; 'Readers should take caution when interpreting this estimate; it is based on 
a sample (numerator) of fewer than 60 cases. 
Health and Health Care Experiences by SES and USC Characteristics 
Chi square analyses were used to assess whether there were significant bivariate relationships 
between SES and USC provider characteristics and self-rated health, health care utilization, and 
processes of care (research question 9). These are shown in Table 10. For these analyses, the 
total number of chronic conditions has been categorized into none, 1,2,3, and 4 or more 
because few elders reported more than 4 chronic conditions; bivariate weighted least squares 
regression analyses were used to assess the significant linear relationships between the 
continuous total number of chronic conditions measure and (1) SES and (2) presence of a USC. 
Similar to regression results using the continuous measure of SES, these results are not shown 
and are only discussed when they differ from the chi square results. Some calculations have 
been suppressed due to the provisions of the CMS' Data Use Agreement; these categories were 
not included in bivariate tests of significance where shown. 
Overall, nearly 93% of elders with a USC provider reported at least 1 chronic condition. 
More than 50% of elders reported having arthritis and hypertension and approximately 30% 
reported the presence of cancer and diabetes. Seventy-six percent of elders reported the 
presence of at least 2 chronic conditions, including more than 46% who reported 3 or more 
chronic conditions. Despite the high number of chronic conditions reported by elders, 
approximately 45% of elders with a USC reported being in very good or excellent health and an 
additional 35% reported being in good health. 
As seen in Table 10, there were no significant differences in the presence of chronic 
conditions by provider type or continuity and few significant differences by SES. Higher SES 
elders reported higher rates of cancer and lower rates of diabetes and hypertension than did 
lower SES elders. These findings were confirmed using bivariate logistic regression (results not 
shown). Although regression analyses using SES as a continuous measure generally supported 
the categorical SES findings, there were some differences. Bivariate logistic regression analyses 
reveal that SES did not significantly predict heart disease (results not shown); however, SES was 
negatively associated with emphysema/asthma/COPD, heart attack, and the presence of any 
chronic condition (results not shown). 
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Table 10. Distribution of Health and Health Care Experiences by SES and Provider Characteristics among Elders with a USC (N=1,324) 
continued1,2 
Health Care Utilization 
At Least 1 Inpatient 
Hospital Stay 




° 1-6 Visits 
7 or More visits 
Processes of Care 
Delayed Health Care 
because of Cost 
































































































































* p<0.05, ** p<0.01, *** p<0.001; 1Column percentages are presented in the table; 2Cells are suppressed (-) in accordance with the Centers for 
Medicare and Medicaid's Data Use Agreement (8a). Suppressed cells were not included in the calculation of bivariate analyses; 'Readers 
should take caution when interpreting this estimate; it is based on a sample (numerator) of fewer than 60 cases. 
The total number of chronic conditions and self-rated health reported by elders varied by 
SES. Although the SES quartiles were not significantly associated with the total number of 
chronic conditions, a bivariate weighted least squares regression using the continuous measures 
of SES and chronic conditions revealed a significant negative linear relationship (results not 
shown). Higher SES elders had fewer chronic conditions and better health status than did lower 
SES elders. There were no significant differences in self-rated health or total chronic conditions 
by USC provider type or continuity. 
In terms of health care utilization, nearly 13% of elders had at least 1 emergency 
department visit and approximately 9% had at least 1 inpatient hospital stay during 2007. Fifty 
percent of elders had no office visits and nearly 29% had between 1 and 6 visits during the 2007 
calendar year. Differences in the likelihood of having at least 1 inpatient hospital stay, at least 1 
emergency department visit, or more office visits were evident by SES. SES was significantly 
associated with emergency department visits and office visits. Although chi square analysis did 
not reveal a relationship between SES and emergency department visits, a significant negative 
relationship between these measures was found using bivariate logistic regression (results not 
shown). Higher SES elders were less likely to report at least 1 emergency department visit than 
were lower SES elders. Elders with lower SES had fewer office visits than did elders of higher 
SES, which was confirmed by ordered logistic regression analysis (results not shown). 
In terms of processes of care, approximately 5% of elders reported delaying health care 
because of cost. Consistent with their categorization, approximately 25% of elders reported 
satisfaction with technical skills, interpersonal manner, and information giving in the highest 
quartile. Although examined, few elders reported that their provider made house calls; whether or 
not a provider made house calls was not significantly related to provider type, length of 
relationship, or SES (results not shown). 
Process of care measures differed by SES. Bivariate logistic regression analyses 
revealed a significant negative relationship between delaying care and SES that was not revealed 
in the chi square analysis (results not shown); higher SES elders were less likely to delay care 
than were lower SES elders. For all satisfaction measures, elders with higher SES reported 
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higher satisfaction. Higher SES elders reported higher rates of satisfaction with the technical 
skills, interpersonal manner, and information given by their USC provider. Bivariate logistic 
regression analyses confirmed these results (results not shown). 
Few process of care measures differed by provider characteristics. Having had delayed 
health care because of cost and high satisfaction with technical skills did not differ by continuity. 
Chi square results would also seem to reveal a curvilinear association between provider 
continuity and interpersonal manner; elders with shorter and longer relationships with their USC 
provider generally reported higher satisfaction with the interpersonal manner of their USC 
provider. 
Multivariate Analyses of Health and Health Care Experiences 
Research questions 9-12 examine multivariate relationships between SES, USC provider 
characteristics, and total number of chronic conditions on health, health care utilization, and 
processes of care. Odds ratios from logistic (processes of care, at least 1 inpatient hospital stay, 
at least 1 emergency department visit) and ordered logistic (office visits, self-rated health) 
regression analyses are presented in Tables 11-14. The continuous measures of SES and total 
number of chronic conditions are included in the models. 
For each of the analysis, the first model assessed the impact of SES and chronic 
conditions, controlling for sociodemographic characteristics. USC provider type and continuity 
were tested in separate models to determine whether either or both of these characteristics were 
significantly related to health and health care experiences. When provider type or continuity was 
not significant in regression models, the non-significant measure was removed from subsequent 
models testing the same outcome. For example, USC provider type did not significantly predict 
having at least 1 inpatient hospital stay; provider type was not included in future analyses (see 
Table 11). However, provider continuity did significantly predict the likelihood of an inpatient 
hospital stay; continuity was included in subsequently tested models examining the impact of 
processes of care on inpatient hospital stays. The decision was made to remove these measures 
from subsequent analyses because of the smaller sample size in these analyses (N=1,324) 
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compared to analyses presented in the previous chapter (N=10,662). Removing these non-
significant measures from the models had no effect on the subsequent findings. 
All analyses control for age, sex, race/ethnicity, marital status, health insurance status, 
region and place type of residence, depression in the last year, and proxy respondent status. As 
discussed in Chapter 3, because of the small proportion of elders reporting being unmarried, not 
white, non-Hispanic, and having a variety of health insurance types, dummy measures for these 
measures were included in the models (Table 1). Elders with Medicare plus private supplemental 
insurance are included in the models because these elders may be different from other elders 
who cannot or do not choose to pay for additional health care services; additionally, this 1 
category of health insurance comprises the largest proportion of the sample (as seen in Table 1).9 
All analyses tested for curvilinear effects of SES, total number of chronic conditions, and age; no 
significant curvilinear effects were found (results not shown). 
Processes of Care 
Table 11 shows odds ratios from logistic regression analyses of processes of care. Only 
regression results for satisfaction with technical skills are shown for 2 reasons: (1) having had 
delayed care because of cost and having a provider who made house calls were not examined 
because these measures had no significant bivariate associations with either SES or USC 
provider characteristics and (2) SES, the total number of chronic conditions, and USC provider 
characteristics did not significantly predict satisfaction with interpersonal manner or information 
giving (results not shown). Only satisfaction with technical skills was significantly predicted by the 
measures under examination. 
In terms of sociodemographic characteristics, only age significantly predicted higher 
satisfaction with technical skills. Older elders were less likely to report high levels of satisfaction 
than were younger elders. There were no significant difference in satisfaction with technical skills 
9Although it may appear that the Medicare Only is the largest category of health insurance, it reflects 
elders with 3 different types of Medicare only configurations: Medicare Part A only, Medicare Part B only, 
or Medicare Parts A and B only. Thus, the Medicare Only category reflects a variety of Medicare only 
arrangements. 
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by sex, race/ethnicity, marital status, health insurance type, residence characteristics, depression, 
or whether the elders was survey via proxy. 
Research question 9 asked whether SES, USC provider characteristics, and total number 
of chronic conditions significantly predict processes of care. Regression analyses revealed that 
SES, total number of chronic conditions, and USC provider type did not significantly predict 
satisfaction with technical skills. However, elders who had a relationship of more than 5 years 
with their provider reported significantly higher levels of satisfaction than elders who had 
relationships. These elders were 1.73 times more likely to report high levels of satisfaction with 
their USC provider's technical skills than were elders who had been seeing their provider for less 
than 1 year. There were no significant differences between elders who had the same provider for 
1-5 years and elders who had the same provider for more than 5 years. 
In results not shown, the interactions between SES and total number of chronic 
conditions, SES and USC provider characteristics, and total number of chronic conditions and 
USC provider characteristics were assessed, according to research question 12 (research 
questions 10 and 11 do not apply to processes of care). These interaction terms were not 
significant in any analyses. 
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Table 11. Logistic Regression (Odds Ratios) of Satisfaction with Technical 
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 i 0.87 1.23 
* p<0.05, ** p<0.01, *** p<0.001; ^on-significant measures of interest were 
tested but are not shown in the tables. 
Health Care Utilization 
Tables 12 and 13 show multivariate results predicting health care utilization during the 
2007 calendar year. Logistic regression was used to assess the likelihood of having at least 1 
inpatient hospital stay and at least 1 emergency department visit (Table 12) and ordered logistic 
regression was used to assess the number of office visits (Table 13). Because of the different 
regression methods used, the results for each table are shown and discussed separately. 
Inpatient Hospital Stays and Emergency Department Visits. Having at least 1 hospital 
stay and emergency department visit are examined in Table 12. These types of utilization were 
significantly predicted by a variety of demographic characteristics; however only health insurance 
status predicted both inpatient hospital stays and emergency department visits. Elders who had 
private supplemental insurance were significantly more likely to have had at least 1 inpatient 
hospital stay and at least 1 emergency department visit than elders with other insurance types. 
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Emergency department visits were also predicted by marital status, region of residence, and 
depression in the past year. Elders who were married and lived in the Northeast region were 
significantly less likely than other elders to have had at least 1 emergency department visit in 
2007 while elders who were told they were depressed in the past year were more likely to have 
had at least 1 emergency department visit compared to other elders. Age, sex, race/ethnicity, 
and metropolitan residence did not significantly predict either type of utilization. 
Research question 9 asked whether having had at least 1 inpatient hospital stay and at 
least 1 emergency department visit was significantly predicted by SES, total number of chronic 
conditions, and USC provider characteristics. When USC provider characteristics were 
examined, USC provider type did not significantly predict the likelihood of an inpatient hospital 
stay or emergency department visit; provider continuity did not significantly predict emergency 
department visits. However, elders who had been a patient of their USC provider for 1 to 5 years 
were 50% less likely to have at least 1 inpatient hospital stay compared to elders with shorter 
(less than 1 year) and longer (more than 5 years) relationships Both types of utilization were 
significantly predicted by the total number of chronic conditions; elders with more chronic 
conditions were more likely to have an inpatient hospital stay or an emergency department visit. 
In terms of SES, higher SES elders were significantly less likely to have had at least 1 inpatient 
hospital stay in 2007 than were lower SES elders but SES did not significantly predict the 
likelihood of an emergency department visits. 
Process of care measures were assessed separately in order to examine their 
relationships with inpatient hospital stays and emergency department visits, as asked in research 
question 10. Whether a USC provider made house calls and the levels of satisfaction with the 
technical, interpersonal, and information aspects of care did not significantly impact the likelihood 
of having at least 1 inpatient hospital stay or at least 1 emergency department visit (results not 
shown). However elders who had delayed care because of cost were 4.5 times more likely to 




Table 12. Logistic Regression (Odds Ratios) of Inpatient Hospital Stays and Emergency Department Visits by SES 
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p<0.05, ** p<0.01, *** p<0.001; 1Non-significant measures of interest were tested but are not shown in the tables. 
As asked in research question 12 (research question 11 does not apply to health care 
utilization outcomes), the impact of interactions between SES and provider continuity, SES and 
total number of chronic conditions, and total number of chronic conditions and provider continuity 
on inpatient hospital stays and emergency department visits were assessed. No significant 
interaction effects were found (results not shown). 
Office Visits. Table 13 contains ordered logistic regression results predicting more office 
visits; office visits were categorized as zero, 1 to 6, or more than 6. Demographic factors 
significantly predicted the number of office visits elders had in 2007. Females and elders who 
had private supplementary insurance were significantly more likely to have had a higher number 
of office visits than were other elders. Older elders were also significantly more likely to have had 
more office visits, but this relationship was only revealed after processes of care were added to 
the model (see Model 3). 
Table 13. Ordered Logistic Regression (Odds 
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32.66* 29.59* 28.22* 
p<0.05, **p<0.01,***p<0.001 
The predictive significance of SES, total number of chronic conditions, and USC provider 
characteristics on number of office visits was assessed according to research question 9. SES 
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did not significantly predict office visits. USC provider type was dropped from subsequent 
analyses (results not shown). However, the total number of chronic conditions and length of the 
provider-elder relationship did significantly impact office visits. Elders with more chronic 
conditions had significantly more office visits than elders with fewer chronic conditions. Elders 
who reported having the same USC provider for more than 5 years more significantly more likely 
to have more visits than were elders who had their provider for between 1 and 5 years; there was 
no significant different between elders with long relationships (more than 5 years) and short 
relationships (less than 1 year). 
Research question 10 asked whether processes of care impact the relationships 
examined in research question 9 (Model 1). All 5 process of care measures (having had delayed 
care, having a USC provider who makes house calls, and high levels of satisfaction with the 
technical aspects of care, interpersonal manner of the USC provider, and information giving of the 
USC provider) were added separately to Model 1 (results not shown). Only having had delayed 
care and having high levels of satisfaction with the interpersonal manner of the USC provider 
significantly predicted how many office visits elders had in 2007 (results not shown). Both of 
these measures remained significant when included in the same model (Model 2). Elders who 
had delayed care because of cost and who reported high satisfaction with the interpersonal 
manner of their USC provider had more office visits than other elders. 
Research question 12 (research question 11 does not apply to health care utilization 
outcomes) asked whether these relationships are significantly impacted by interactions between 
SES and the total number of chronic conditions, SES and USC provider characteristics, and total 
number of chronic conditions and USC provider characteristics. Interactions with USC provider 
type and continuity were not assessed because these measures had no significant direct impact 
on the number of office visits. The interaction of SES and total number of chronic conditions did 
not significantly impact the number of office visits (results not shown). 
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Self-Rated Health 
Ordered logistic regression results for self-rated health are shown in Table 14. Self-rated 
health was divided into 3 categories: fair and poor, good, or very good and excellent; analyses 
predict higher self-rated health. Demographic factors significantly impacted self-rated health. 
White, non-Hispanic elders were significantly more likely to report higher levels of self-rated 
health than elders of other races/ethnicities. Elders who were depressed in the past year and 
who were surveyed via proxy reported significantly lower levels of self-rated health than other 
elders. 
Model 1 assesses the impact of SES, USC provider characteristics, and total number of 
chronic conditions on self-rated health (research question 9). USC provider type and continuity 
did not significantly impact self-ratings of health (results not shown) and were dropped from 
subsequent analyses. However, SES and total number of chronic conditions did significantly 
predict self-rated health. Elders with higher SES reported significantly higher levels of health than 
lower SES elders. Conversely, elders with more chronic conditions reported significantly lower 
levels of health. 
Self-rated health was also significantly impacted by processes of care (research question 
10). Each of the 5 process of care measures were added separately to Model 1. Having had 
delayed care because of cost and having a USC who made house calls did not significantly 
predict self-rated health (results not shown). However, as shown in Models 2-4, all 3 measures of 
satisfaction with care significantly impacted self-rated health. Elders who were satisfied with the 
technical skills, interpersonal manner, and information giving of their USC provider had 
significantly higher levels of self-rated health. To determine whether these measures were 
simultaneously predictive of self-rated health, the 3 measures were examined in pairs and all 
together. When examined simultaneously (in pairs and all at 1 time), all of the measures of 
satisfaction became non-significant (results not shown). No problems with multicollinearity were 
found when the process measures were examined (results not shown). All subsequent analyses 
were conducted separately for each of the satisfaction measures. 
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Table 14. Ordered Logistic Regression (Odds Ratios) of Self-Rated Health by SES (and USC Provider Characteristics) among 
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18.20*** 16.66*** 16.65* 16.91*** 18.27*** 18.44* 
p<0.001; 1Non-significant measures of interest were tested but are not shown in the tables. 
18.46* 
Research question 11 asked whether self-rated health is predicted by health care 
utilization. Each measure of health care utilization (having at least 1 inpatient hospital stay, 
having at least 1 emergency room visits, and categories of office visits) were examined 
separately. Having at least 1 emergency room visit did not significantly impact self-rated health in 
any of the models examined (results not shown). However, having at least 1 inpatient hospital 
stay and more than 6 office visits significantly predicted self-rated health in separate models 
(results not shown). These measures were included simultaneously in models and maintained 
their significance, as shown in Models 5-7. Elders who had at least 1 inpatient hospital stay and 
who had more than 6 office visits in 2007 reported significantly lower levels of self-rated health 
than other elders. These results remained consistent regardless of the measure of satisfaction 
used. 
Finally, interactions between SES and total number of chronic conditions were examined, 
according to research question 12. Interactions with USC provider type and continuity were not 
examined because USC provider characteristics had no significant direct effects on self-rated 
health. The interaction between SES and total number of chronic conditions was not significant 
(results not shown). 
Summary 
This chapter examined differences in the health and health care experiences of elders 
who had a USC provider. The findings presented here show that SES and the total number of 
chronic conditions remained significant predictors of health and health care experiences; these 
relationships could not be explained away by USC provider characteristics. The effects of care 
continuity and provider type are discussed separately. 
In this sample, 94% of elders had a generalist provider as a USC provider; 42% had 
relationships with their providers that lasted between 1 and 5 years and an additional 48% had 
relationships lasting more than 5 years. However, USC provider characteristics had few 
significant impacts on health and health care experiences. Whether elders had a generalist or 
specialist USC provider type did not significantly impact any health or health care outcomes in 
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multivariate analyses. Although continuity with a provider did not impact levels of self-reported 
health, it did significantly impact processes of care and health care utilization. However, these 
relationships did not clearly show that longer (or shorter) relationships were related to better 
health care experiences. Elders who had relationships with their providers of more than 5 years 
were significantly more likely to report satisfaction with technical skills than are elders with shorter 
relationships. Inpatient hospital stays were significantly less likely among elders who had been 
patients of their providers for between 1 and 5 years. 
In general, people with higher SES reported better health and a lower likelihood of having 
an inpatient hospitalization than people with lower SES. These findings were consistent with the 
findings of this analysis regarding inpatient hospital stays and self-rated health; among elders 
with a USC provider, higher SES elders were less likely to have had at least 1 inpatient hospital 
stay and more likely to report higher levels of self-rated health than lower SES elders. However, 
SES did not impact processes of care, the likelihood of an emergency department visit, or the 
number of office visits eiders had in 2007. 
In these analyses, the presence of chronic conditions significantly impacted health and 
health care experiences. Although the total number of chronic conditions had no significant 
impact on processes of care, elders with more chronic conditions were more likely to report at 
least 1 inpatient hospital stay, at least 1 emergency department visit, more office visits, and lower 
self-rated health than elders with fewer conditions. 
Elders who reported better processes of care (not delaying care because of cost and high 
levels of satisfaction with their care) had better health and health care experiences than other 
elders. For example, among elders with a USC provider, elders who delayed care because of 
cost were 4.5 times more likely than other elders to have had an emergency department visit in 
2007. In terms of self-rated health, having high satisfaction with the technical quality of care, 
interpersonal manner of the USC, and information given by the USC were related to higher levels 
of self-rated health. Conversely, elders who experienced at least 1 hospital stay and more than 6 
office visits in 2007 reported significantly lower levels of health. These findings show that the way 
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care is experienced - whether with technical skills and good information giving or through 
inpatient stays and a multitude of office visits - matters. 
Finally, among elders with a USC provider, the impact of SES on health and health care 
experiences was not conditional on either chronic conditions or characteristics of the provider-
patient relationship. Higher SES elders do not benefit more from longer relationships with their 
providers or from having a generalist provider in terms of self-rated health, health care utilization, 
or processes of care than lower SES elders. This shows that high SES elders are not especially 
benefitted by the characteristics of their health and relationships with USC providers. 
This chapter examined differences in the health and health care experiences of elders 
who had a USC provider. Although USC provider characteristics were often not significant 
predictors of these outcomes, SES and the total reported number of chronic conditions remained 
important and statistically significant predictors of health and health care experiences. 
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CHAPTER 6 
DISCUSSION AND CONCLUSIONS: 
HEALTH AND HEALTH CARE EXPERIENCES 
OF ELDERS BY SOCIOECONOMIC STATUS 
AND USUAL SOURCE OF CARE CHARACTERISTICS 
This dissertation examined the impact of SES and having a USC on health and health 
care experiences among community-dwelling Medicare beneficiary elders. USCs are health care 
providers or places from which a patients report usually receiving care. The role of the USC in 
managing and coordinating care has been highlighted as especially important over the last 10 
years by the medical home, a model of health care practice centered upon the relationship 
between providers and patients (American Academy of Family Physicians et al. 2008; American 
Academy of Pediatrics 2002; American College of Emergency Physicians 2009). However, 
having a USC alone does not necessarily meet the other requirements of a medical home (for 
example, elders who have a USC provider do not necessarily receive all of the health care they 
need or care that is coordinated). Medical homes, and by extension, relationships with health 
care providers, may be especially important for patients with chronic illnesses who often seen a 
separate (body system) specialist physician for each of their ailments and would benefit from 
coordinated care and a 'whole person' view (Blue Ribbon Panel of the Society of General Internal 
Medicine 2007; Bodenheimer and Berry-Millett 2009). Previous research has found that more 
than 50% of community-dwelling elders reported being diagnosed with hypertension, nearly 50% 
reported having arthritis, and approximately 30% reported a diagnosis of heart disease (Federal 
Interagency Forum on Aging-Related Statistics 2008); nearly two-thirds of elders report having 
more than 1 chronic illness (Vogeli et al. 2007). These chronic conditions result in elders seeing 
multiple physicians who each focus on only specific body system and thus only 1 of their chronic 
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diseases (Blue Ribbon Panel of the Society of General Internal Medicine 2007; Pham et al. 
2007). In fact, previous research has shown that elders see an average of 7 doctors per year, 
including 2 generalists and 5 specialists (Pham et al. 2007). Thus, having a USC may be 
especially important for managing the complex health needs of elders (Blue Ribbon Panel of the 
Society of General Internal Medicine 2007; Bodenheimer and Berry-Millett 2009; Donaldson 
2001; Jee and Cabana 2006; Saultz and Lochner 2005). 
Consistent with previous research (Cohen et al. 1997; DeVoe et al. 2008; lezzoni et al. 
2002; Rangel et al. 2005; Rohrer, Kruse, and Zhang 2004), this dissertation found that more than 
90% of elders reported having a USC (place or provider). Although the medical home model 
relies on a USC provider, few studies compare health and health care outcomes for elders based 
on the whether their USC is a provider or a place (Rohrer, Kruse, and Zhang 2004); rather, most 
examine outcomes for patients with a USC provider (Chin et al. 2000; Donahue, Ashkin, and 
Pathman 2005; lonescu-lttu et al. 2007; McCusker et al. 2000; Weiss and Blustein 1996; 
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a place (DeVoe et al. 2008; lezzoni et al. 2002; Rangel et al. 2005). There would seem to be 
important qualitative differences in the relationships between elders and USC providers and USC 
places10; for example, elders who have a USC provider can identify 1 provider that they usually 
see, compared to elders who may see a different provider whenever they need health care 
services. Providers and patients may be able to develop long-term relationships in which patients 
feel comfortable negotiating and providers have a more complete understanding of a patient's 
health history and social context. 
That nearly all elders report having a USC is most likely related to Medicare, the national 
health insurance program for elders, which improves access to health care for disadvantaged 
groups (Card, Dobkin, and Maestas 2004). Briefly, Medicare is divided into 4 parts: 3 parts cover 
hospital care, outpatient care, and prescriptions, respectively, while the fourth part employs an 
There are also important differences among USC places. For example, an emergency department could 
qualify as a USC place; this sort of USC may be very different from a USC place that is a physician practice 
in terms of the type of care that a patient receives. 
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optional configuration, called Medicare Advantage Plans, through which Medicare (and often 
some additional) services are provided through a private insurance company(Centers for 
Medicare and Medicaid Services 2010). Part A (hospital care) is covered through payroll 
deductions throughout elders' working years, but elders pay separately for Part B (outpatient 
care), Part C (Medicare Advantage Plans), and Part D (prescription drugs).11 Elders can also 
purchase or qualify for supplemental insurance policies. 
Although Medicare may offer more equal access to health care and health care providers 
for elders of different socioeconomic statuses (as evidenced by the proportion of elders reporting 
a USC) (Card, Dobkin, and Maestas 2004), it cannot entirely equalize access to health care for 
elders. Elders' SES, here measured by income and education, affords elders not only access to 
health care (for example, the ability to afford transportation to additional specialist visits, 
diagnostic tests, or copayments to pay for pharmaceuticals, etc.) but may also impact their 
relationships with providers in less measurable ways. Higher SES elders may be more 
comfortable with and better able to negotiate and cooperate with their providers to develop ways 
of managing health issues (Boyer and Lutfey 2010; May et al. 2004) with whom they share similar 
social status, compared to lower SES elders (Bourdieu 1984 [1979]; Cockerham 2007). Although 
this dissertation cannot make conclusions about the causal nature of the relationship between 
SES and health and health care experiences, previous research has supported fact that SES is a 
impacts health in a causal, directional manner (for example, see Link and Phelan 1995; Lutfey 
and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). 
Previous research has also supported the cumulative advantage hypothesis, which states that 
higher SES affords people social and economic advantages that are maintained across the life 
course (Kim and Durden 2007; Schollgen, Huxhold, and Tesch-Romer 2010; Smith 2005; 
11
 These costs can be substantial. For example, in 2010, the monthly premium for Part A was $461 if 
elders had not paid Medicare taxes while working and the monthly premiums for Part B ranged from 
$110.50 (for individuals earning $85,000 or less and married elders earning $170,000 or less) to $353.60 
(for individuals earning more than $214,000 and married elders earning more than $428,000) (based on 
2008 income) (Centers for Medicare and Medicaid Services 2010). In addition, elders with part A pay an 
additional $1,100 deductible for the first 60 days of each hospital stay in a benefit period and an 
additional $275 per day for the 61st-90th hospitalized days of each benefit period (Centers for Medicare 
and Medicaid Services 2010). These costs may be result in delayed care for lower income elders who 
cannot afford to pay Medicare deductibles. 
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Willson, Shuey, and Elder 2007; Young 2004). Although the relationship between SES and 
health has been found to attenuate during old age, higher SES elders still maintain better health 
than do lower SES elders (Kim and Durden 2007; Robert and House 1996; Schollgen, Huxhold, 
and Tesch-Romer 2010; Willson, Shuey, and Elder 2007). 
This dissertation explored the impact of SES and a USC on health and health care 
experiences. Two sets of analyses were conducted. First, the impact of SES and presence of a 
USC on health, health care utilization, and processes of care were compared between elders who 
did not have a USC, had a USC place, and had a USC provider. Second, the health and health 
care experiences of elders who had a USC provider were examined based on provider continuity, 
provider type, and SES. Analyses also examined the potential conditional impact of a USC 
(provider or place in the first set of analyses; provider continuity and provider type in the second 
set of analyses) for higher SES elders to determine if these elders benefitted more than lower 
SES elders from models like the medical home. 
This chapter places the findings of this dissertation in the context of previous research 
and theory discussed in Chapter 2. First, separate sections address how health and health care 
experiences are impacted directly by the presence of a USC and USC characteristics and SES. 
Then, the conditional impact of SES and presence of a USC are examined. Next, policy 
implications for health care provision models centered upon a USC are discussed. Finally, I 
discuss limitations and directions for future research. 
Impact of a USC on Health and Health Care Experiences 
The medical home refocuses the provision of medical care on the relationship between 
providers and patients (American Academy of Family Physicians et al. 2008; American Academy 
of Pediatrics 2002; American College of Emergency Physicians 2009). Over the last 50 years, 
the authority of doctors has declined (Boyer and Lutfey 2010; Light and Levine 1988; 
McKinlayand Marceau 2002; McKinlay and Marceau 2008; Starr 1982; Timmermans and Oh 
2010) and patients have taken on active and empowered roles in their health care (Boyer and 
Lutfey 2010; May and Mead 1999; May et al. 2004; May 2007). Clinical encounters have become 
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negotiated spaces, where lay expectations meet biomedical models (Chew-Graham, May, and 
Roland 2004; May and Mead 1999; May et al. 2004). Whether the interactions between providers 
and patients are successful depends upon a patient's expectations (which are shaped by social 
context) about what the encounter should accomplish (Donabedian 1983; 1992; 1993). 
USC and Processes of Care 
Successfully navigating clinical encounters has become more important for health care 
outcomes since patients have taken on a more empowered role in health care (Boyer and Lutfey 
2010; May et al. 2004). Consistent with previous research (Lee and Kasper 1998; Wolinsky et al. 
1983), this dissertation found that elders who had a USC (provider or place) had higher 
satisfaction with access to care and were less likely to delay care than were elders who did not 
have a USC. This does not seem surprising, given that elders who are able to identify a USC 
may both perceive their care to be, and have care that actually is, more accessible. Interestingly, 
the impact of the presence of a USC- on satisfaction with access to care was conditional on the 
total number of chronic conditions an elder reported, a finding that will be discussed in detail 
below. 
Elders who had a USC (provider or place) also reported higher satisfaction with global 
quality of their care than did elders who did not have a USC. Again, this may be related to the 
ability of elders to identify a USC (discussed previously). It may also be due to the fact that 
elders who have a USC (provider or place) may also feel more able to negotiate with providers 
with whom they are familiar (Chew-Graham, May, and Roland 2004; May and Mead 1999; May et 
al. 2004) so that their own expectations are met (Donabedian 1983; 1992; 1993). 
Interestingly, elders who had a USC provider were more likely to report high levels of 
satisfaction with the quality of care than were elders who had a USC place. This would seem to 
support the notion that elders are more likely to receive the care that they desire— care that is 
comprehensive and coordinated (Bayliss et al. 2008; Fletcher et al. 1983; von Bultzingslowen et 
al. 2006), compassionate (Bayliss et al. 2008; Calvin, Frazier, and Cohen 2007; Fletcher et al. 
1983; von Bultzingslowen et al. 2006), and accessible (Bayliss et al. 2008; Fletcher et al. 1983; 
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von Bultzingslowen et al. 2006), and to have providers who listen carefully (Calvin, Frazier, and 
Cohen 2007) and clearly explain conditions and treatments (Bayliss et al. 2008; Calvin, Frazier, 
and Cohen 2007) - if they have a USC provider than if they see a variety of different providers at 
1 USC place. Elders may perceive that they are being better cared for (whether they actually are 
or not) if they see the same person compared to simply visiting the same place. This may also 
reflect the variety of places that qualify as a USC place, which could include physician offices and 
emergency departments among other places. 
Although having a USC (provider or place) was important for processes of care among all 
elders, the characteristics of the provider-elder relationship were less important among elders 
who had a USC provider. Only provider continuity influenced elders' satisfaction with providers' 
technical skills. Elders who had longer relationships with their providers were more likely to 
report being satisfied with their provider's skills than were elders who had shorter relationships, 
which is consistent with previous research (Lee and Kasper 1998; Wasson et al. 1984). 
Continuity may be important for developing a mutual understanding between providers and 
patients of what the health care encounter should achieve (Donabedian 1983; 1992; 1993). 
However, unlike other studies (Lee and Kasper 1998; Wasson et al. 1984), provider 
continuity, like provider type, did not influence ratings of satisfaction with providers' interpersonal 
manner or information giving or the likelihood of elders' delaying care. This may be related to the 
measures used in the analyses; neither Lee and Kasper (1998) nor Wasson et al. (1984) 
controlled for the number of chronic conditions in their analyses. This dissertation did, and found 
that chronic conditions importantly impacted the relationships between providers and elders. 
Provider type (generalist or specialist) also did not impact satisfaction with or access to 
care. Although no known studies have examined the impact of provider type on processes of 
care, this would seem contradictory to the specific focus of specialty versus generalist providers; 
whereas generalist providers focus on a wide array of health problems, specialist providers 
primarily address diagnoses related to their own area of specialty (Rosenblatt et al. 1998). Thus, 
it seems odd that elders who have specialist providers experience similarly good processes of 
care as elders who have generalist providers. This may be a function of the way that MCBS 
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asked about satisfaction with care— elders were asked non-specific questions regarding their 
USC provider's technical skills, interpersonal manner, and information giving; these questions 
were not precise in asking about general health or to specific health problems. Thus, an elder 
who had diabetes and reported that their USC was an endocrinologist may have rated the 
provider specifically on his/her technical skills regarding diabetes and not with regard to their 
skills related to overall health. 
USC and Health Care Utilization 
The impact of having a USC on health care utilization was not fully consistent with past 
research. Although Wolinsky et al. (1983) found that elders who reported having a USC provider 
had a higher total number of physician visits compared to elders who did not have a USC 
provider, the analyses conducted for this dissertation showed that elders who had a USC place 
had more office visits during 2007 than other elders (those who did not have a USC and those 
who had a USC provider). This finding remained even after process of care measures were 
added to the model. There are a few potential reasons for the discrepancy in these findings. 
First, Wolinsky et al. (1983) compared those with a USC provider to those without a USC 
provider, where this dissertation distinguishes elders who do not have a USC from those who 
have a USC provider and those who have a USC place. Distinguishing between 3 categories of a 
USC may (correctly) lead to different results. Second, elders who do not have a USC and elders 
who have a USC provider may have fewer visits than elders who have a USC place for different 
reasons. First, elders who have a USC place may be shuffled from provider to provider because 
they do not benefit from the holistic oversight of a USC provider. Elders who have a USC 
provider may have more focused and less fragmented care, and, therefore, fewer visits. 
Conversely, elders who do not have a USC may not know that they need care and/or do not 
receive all of the care that they specifically need because they do not have someone monitoring 
their overall health. 
Presence of a USC provider did not affect the likelihood of an emergency department 
visit in 2007. This finding contrasts other studies from the United States that have found that 
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elders who have a USC are less likely to have an emergency department visit (Rosenblatt et al. 
2000; Shah, Rathouz, and Chin 2001; Wolinsky et al. 1983). This would seem to reflect the 
importance of other factors in predicting emergency department visits. Poor health (Bazargan, 
Bazargan, and Baker 1998; lonescu-lttu etal. 2007; McCusker et al. 1997; McCusker et al. 2000; 
Rosenblatt et al. 2000; Shah, Rathouz, and Chin 2001; Walter-Ginzburg et al. 2001; Wolinsky et 
al. 1983) and having had delayed care may result in emergency department utilization when 
health conditions get bad enough and other providers are unable to help (either because of 
scheduling issues or the chronicity of the condition). Secondly, this distinction may be related to 
the measurement of emergency department visits in this analysis. For example, an elder may 
utilize emergency department services for an actual emergency, for example a heart attack or 
stroke, or for non-emergency reasons, like a cold. However, because this analysis focused on 
emergency department use overall, not appropriate emergency department use, it did not 
separate elders who use the emergency department as a USC from elders who were utilizing the 
same services for actual emergencies. Therefore, the lack of association between presence of a 
USC and likelihood of an emergency department visit may actually reflect the fact that elders use 
emergency departments for a variety of (emergency and non-emergency) reasons. Future 
research should more clearly assess the relationship between presence of a USC and 
emergency department use separately for appropriate and inappropriate emergency department 
use. 
Similar reasoning (that poor health and delayed care make some emergency department 
utilization unavoidable) may explain the relationship between presence of a USC and inpatient 
hospital stays in 2007. Elders who reported having a USC place had more inpatient hospital 
stays than other elders. This finding may reflect both the need for inpatient care due to health 
problems and fragmented, uncoordinated care resulting from not having a USC provider (Blue 
Ribbon Panel of the Society of General Internal Medicine 2007; Donaldson 2001; Jee and 
Cabana 2006; Saultz and Lochner 2005). Elders who do not have a USC may have fewer 
inpatient hospital stays because they perceive themselves as healthy and not needing hospital 
intervention (Cohen et al. 1997; Weiss and Blustein 1996). 
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Similar to processes of care, provider type and continuity did not impact office or 
emergency department visits among elders who had a USC. In general, this lack of findings is 
consistent with previous research (Rosenblatt et al. 2000; Weiss and Blustein 1996). Elders who 
have generalist providers and longer relationships do not have more emergency departments 
than elders with specialist providers and shorter relationships. 
However, provider continuity was associated with inpatient hospital stays; elders who had 
the same provider for 1 to 5 years were less likely to have had an inpatient hospital stay in 2007 
compared to other elders. It is likely that the reasons for the lower rates among elders with short-
term (less than 1 year) and long term (more than 5 years) are different. Providers who have short 
relationships with elders may not be aware of the complexity of their patients' care and therefore 
be less likely to send them for an inpatient hospital stay. Conversely, elders who have had their 
providers for a long time may be more willing (and have providers who are more willing to allow 
them) to wait out health concerns because there is shared knowledge that the condition can be 
managed at home. It is also possible that elders who had the same provider for 1 -5 years may 
work with their providers to treat health issues as soon as they develop and, thus, are less likely 
to need inpatient hospital services. 
USC and Health 
Finally, this dissertation examined the impact of a USC on 2 measures of health. First, 
elders who had a USC (place or provider) reported higher rates of chronic conditions, consistent 
with previous research (Rohrer, Kruse, and Zhang 2004). This is also consistent with the 
reasons for not having a USC given by elders in other studies; elders who do not have a USC 
report that they have good health and do not need health care (Cohen et al. 1997; Weiss and 
Blustein 1996). 
Second, this dissertation examined self-rated health. The presence of a USC was not 
associated with ratings of self-rated health. Although no known studies have examined this 
relationship, the lack of association between presence of a USC and self-rated health may be due 
to many factors. First, elders reported high rates of chronic conditions, which have been 
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associated with lower self-rated health (Ho et al. 2007; Molanus and Janson 2002); in fact, the 
number of chronic conditions mediated the relationship between presence of a USC and self-
rated health. Second, although having a USC was shown to be important for satisfaction with 
processes of care, it may not directly impact self-ratings of health. Instead, having a USC may 
influence self-rated health indirectly, through satisfaction with processes of care (which did 
significantly impact self-rated health). In this analysis, elders who had not delayed care because 
of cost and who had higher ratings of satisfaction with access and quality of care reported higher 
levels of self-rated health. Thus, self-rated health may be impacted by the better processes of 
care that result from having a USC, not by simply having a USC provider or place. However, self-
rated health is impacted by a variety of factors not examined in this dissertation (Benyamini et al. 
2000; Guindon and Cappeliez 2010; Idler, Hudson, and Leventhal 1999; Pinquart 2001) (this is 
discussed to greater length in the Limitations and Future Research section below). Elders who 
have a USC may be better able to both access and negotiate with their providers about how best 
to address health issues (Chew-Graham, May, and Roland 2004; May and Mead 1999; May et al. 
2004; May 2007), which results in better overall health and well-being outcomes. Elders who 
have a USC have also been shown to engage in more preventive care (Rangel et al. 2005; 
Wolinsky et al. 1983), which may promote health and earlier care of treatable health issues. 
Provider characteristics (continuity and type) were not associated with chronic conditions 
or self-rated health among elders who had a USC provider. This contradicts previous research 
which found that elders who had provider continuity reported better self-rated health (Weiss and 
Blustein 1996); however, Weiss and Blustein (1996) did not examine the influence of chronic 
conditions on this relationship. As discussed above, provider characteristics may not be 
associated with health because the prevalence of chronic conditions may cancel out any impact 
that provider characteristics have on health. 
Summary 
In summary, having a USC is important for processes of care but does not seem to be 
associated with health care utilization and self-rated health among elders. It does not seem 
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surprising that elders who have a USC (provider or place) are more satisfied with their processes 
of care than are other elders. As previous research has shown, clinical encounters have become 
negotiations between providers and patients (Chew-Graham, May, and Roland 2004; May and 
Mead 1999; May et al. 2004; May 2007). The ability to negotiate and cooperate with providers 
about how best to meet health needs and manage health has become especially important for 
health and health care outcomes (Boyer and Lutfey 2010; May et al. 2004). 
Interestingly, this negotiated relationship did not seem to be important for health care 
utilization or self-rated health. This may reflect the importance of chronic conditions and the 
multidimensionality of perceptions of health (Benyamini et al. 2000; Guindon and Cappeliez 2010; 
Idler, Hudson, and Leventhal 1999; Pinquart 2001); although interactions with providers are 
important for successfully negotiating the provider-patient relationship, having a satisfactory 
relationship with a USC cannot override the actual health problems elders face. Thus, although 
processes of care seem to be especially negotiable between providers and patients (for example, 
elders may be more willing and able to ask questions about their conditions until they are satisfied 
that they have all of the information that they want and need), the health care needs prompted by 
chronic health conditions may be less so (for example, elders may need to make continued visits 
to their health care providers in order to successfully manage their chronic conditions). 
Because of the fragmentation of care that often accompanies chronic conditions (Vogeli 
et al. 2007), elders may especially benefit from care coordination between providers (Blue Ribbon 
Panel of the Society of General Internal Medicine 2007; Donaldson 2001; Jee and Cabana 2006; 
Saultz and Lochner 2005); however, as found in this research, these benefits may be more 
related to the characteristics of the care provided by a USC and not the USC itself, as indicated 
by the fact that process of care measures were more strongly associated with health and health 
care experiences. Because the medical home model focuses on functional aspects of the 
provider-patient relationship (coordination and continuity of care, understanding the needs of the 
patient within their social context) and not simply the presence of a USC (which was examined in 
this dissertation), it remains a promising model of care provision (American Academy of Family 
Physicians et al. 2008; American Academy of Pediatrics 2002; American College of Emergency 
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Physicians 2009).12 However, future research needs to clarify how these processes of care result 
in better health and health care utilization outcomes overall. 
Impact of SES on Health and Health Care Experiences 
The relationships discussed above— that having a USC influences processes of care but 
not health or health care utilization— exists within the social context of SES. SES is a 
multidimensional concept that describes an individual's place in the social hierarchy based on 
income, wealth, occupational prestige, and educational attainment (Lutfey and Freese 2005; 
Weber 1946 [1921]). SES impacts health and health care outcomes directly, for example, 
through better work and living environments, and indirectly, for example, through access to a 
USC, with whom contact may result in better health outcomes (Cockerham 2007; Link and 
Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010). 
In general, previous studies have shown that people with higher SES have better health 
and health care experiences (Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; 
Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). However, SES is often understood as a 
distal factor that impacts health through more proximal, sometimes risky, behaviors (Cockerham 
2007; Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, 
Link, and Tehranifar 2010); however, these studies have not been able to explain away the 
relationship between social factors and health and health outcomes. Sociologists have cautioned 
that these studies undermine the importance of the relationship between social factors, like SES, 
and health (Link and Phelan 1995; Lutfey and Freese 2005; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010). 
The National Survey of Children's Health (NSCH) assesses presence of a medical home by a series of 
questions across 5 domains: whether a child has a personal provider, a USC, and family centered care, 
and, if necessary, has no problem receiving referrals or care coordination (Child and Adolescent Health 
Measurement Initiative (CAHMI) 2009). Individual questions are based on parents' satisfaction with the 
care they receive, which are in many ways parallel to the satisfaction questions measured here. 
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SES and Presence of a USC 
First, this dissertation found that presence of a USC was not impacted by SES. This is 
consistent with the findings of other studies. While 1 study found that higher income elders were 
more likely to have a USC place than lower income elders (Cohen et al. 1997), another found that 
higher income elders were more likely to have a USC provider, but not a USC place, than lower 
income elders (Rohrer, Kruse, and Zhang 2004). Rohrer et al.'s (2004) study also found that 
education was not associated with the likelihood of having a USC. As will be discussed, higher 
SES elders also reported better health and fewer chronic conditions and thus may not feel that 
they need a USC (Cohen et al. 1997; Weiss and Blustein 1996). Also, SES may not impact 
presence of a USC because of Medicare, which gives elders access to physicians and health 
care. 
SES and Health 
As stated previously, higher SES elders reported better health and fewer chronic 
conditions than their lower SES counterparts (among all elders and elders with a USC provider). 
In fact, the relationship between SES and self-rated health was stronger among elders who have 
more chronic conditions, a finding that will be elaborated below. These findings are consistent 
with previous research on elders(Benzeval and Judge 2001; Robert and House 1996; Schollgen, 
Huxhold, and Tesch-Romer 2010; Smith 2005; Young 2004) and with the SES-health gradient 
discussed by others (Cockerham 2007; Link and Phelan 1995; Lutfey and Freese 2005; Marmot 
2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). The SES-health gradient, whereby 
people who have higher SES have better health, has been found for a number of health 
conditions and in a number of populations who have varying levels of access to care (Cockerham 
2007; Link and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, 
Link, and Tehranifar 2010). Thus, it is not surprising to see the gradient repeated here for a 
sample of elders who have Medicare. 
The SES-health gradient exists due to a number of factors including better access to 
resources, better work and living conditions, (Cockerham 2007; Link and Phelan 1995; Lutfey and 
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Freese 2005, Marmot 2006, Phelan et al 2004, Phelan, Link, and Tehranifar 2010) and different 
styles of life (Bourdieu 1984 [1979], Cockerham 2007) Bourdieu (1984 [1979]) and Cockerham 
(2007) discuss the ubiquitous impact that SES has on all aspects of life In his classic work, 
Bourdieu (1984 [1979]) shows the fundamental impact that SES has on choices in music and art, 
SES shapes how people live and differentiate social groups The impact of SES is not limited to 
music and art, but also impacts health behaviors in which people engage, for example, eating 
healthfully, smoking, or having preventative tests (Bourdieu 1984 [1979], Cockerham 2007) 
Although we can measure these more proximal behavioral outcomes, there are many aspects of 
these styles of life that cannot be quantified and are thus unexplored Although this dissertation 
cannot assess the longitudinal impact of SES on health, the gradient and lifestyles discussed 
previously are consistent with the cumulative advantage hypothesis, which states that the 
advantages accrued to individuals by high SES are maintained throughout the life course (Kim 
and Durden 2007, Schollgen, Huxhold, and Tesch-Romer 2010, Smith 2005, Willson, Shuey, and 
Elder 2007, Young 2004) 
Contrary to expectations, SES was not associated with chronic conditions among elders 
who had a USC provider This most likely results from the high prevalence of chronic conditions 
among elders who have a USC provider, nearly 93% of elders had at least 1 chronic condition 
Elders who have more health problems may perceive themselves as needing a USC provider in 
order to manage their health (Cohen et al 1997, Weiss and Blustein 1996) 
SES and Processes of Care 
SES was also associated with processes of care among all elders Consistent with 
previous research (Cohen et al 1997, Lee and Kasper 1998), in analyses examining all elders, 
higher SES elders reported better processes of care— less delayed care and more satisfaction 
with care— than did lower SES elders That higher SES elders reported less delayed care 
makes sense, because they would be more likely to have the financial ability to afford care 
compared to lower SES elders It also makes sense that higher SES elders are more satisfied 
with the quality of and access to their health care First, higher SES elders who are unsatisfied 
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with their care are more likely to have the resources to find new health care providers from which 
to get their care. Lower SES elders may be less able to change their health care providers 
because, for example, they may not have transportation to a different provider's office. Second, 
higher SES elders may share more similar lifestyles with their providers than other elders 
(Bourdieu 1984 [1979]; Cockerham 2007), which may impact the ability of elders to negotiate a 
satisfactory relationship with their providers compared to lower SES elders (Chew-Graham, May, 
and Roland 2004; May and Mead 1999; May et al. 2004). Also, higher SES elders may be more 
likely to share views on health and health care with their providers, again, leading to more 
satisfactory relationships (May et al. 2004). 
In contrast, SES was not associated with processes of care among elders who had a 
USC provider. This may be due to the fact that, when elders have a USC provider, they are able 
to develop camaraderie with their providers through a series of encounters with their provider and 
are, thus, more comfortable negotiating about their health. This continuity may be important for 
developing a mutual understanding between providers and patients of what the health care 
encounter should achieve, which is reflected in high levels of satisfaction with care among all 
elders who have a USC (Donabedian 1983; 1992; 1993). 
SES and Health Care Utilization 
Finally, SES has a complex association with health care utilization. Overall, high SES 
elders were less likely to have an inpatient hospital stay than low SES elders; this finding was 
consistent for comparisons of elders who did and did not have a USC and among elders who had 
a USC provider. This contradicts past studies, which have found that hospitalization has no 
relationship with income (de Boer, Wijker, and de Haes 1997; Wolinsky et al. 1983) or education 
(Strain 1991; Walter-Ginzburg et al. 2001), but is consistent with Kapur et al.'s (2004) finding that 
lower income elders have higher total expenditures due to inpatient hospital care. 
Differences in emergency department visits and office visits were also evident among 
elders who had and did not have a USC. In terms of office visits, although most elders were likely 
to have between 1 and 6 office visits in 2007, there was an interesting pattern in the likelihood of 
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zero and more than 6 office visits— very low and very high SES elders were more likely to have 
at least 7 office visits compared to middle SES elders, who were more likely to have no office 
visits. These findings may be related to differences in health and access to care among low and 
high SES elders. While high SES elders may be able to afford additional visits independently, 
low SES elders may have their additional care subsidized through Medicaid. 
Among all elders, low SES elders may be supplementing their office visits with visits to 
the emergency department. High SES elders were less likely to have an emergency department 
visit than lower SES elders. Low SES elders may not be able to afford the costs (including 
coinsurance costs and transportation, among other things) that additional office visits require 
despite the fact that lower SES elders have more chronic conditions (and thus more need for 
health care services) than higher SES elders (Benzeval and Judge 2001; Robert and House 
1996; Schollgen, Huxhold, and Tesch-Romer 2010; Smith 2005; Young 2004). Therefore, they 
may delay care until their conditions become unbearable and require emergency services. 
Interestingly, among elders who have a USC provider, there were no SES differences in 
emergency department utilization or office visits. These elders are perhaps reaping the benefits 
of care coordination and decreased fragmentation proposed in the medical home model 
(American Academy of Family Physicians et al. 2008; American Academy of Pediatrics 2002; 
American College of Emergency Physicians 2009). Because they have providers assessing and 
managing their overall health, elders who have a USC provider may be receiving all of the care 
that they need and may not need to rely on personal SES resources to afford extra health care 
visits. 
Summary 
In summary, SES impacts health and health care experiences in predictable ways. 
Higher SES elders have better health and processes of care than do lower SES elders. 
Unsurprisingly, SES also has multifaceted impacts on health care utilization because SES is itself 
multidimensional (Lutfey and Freese 2005; Weber 1946 [1921]). These associations are related 
to both the direct and indirect effects of SES. Higher SES allows elders to engage in better 
113 
health behaviors and access resources, as well as safer neighborhoods and more control over 
their lives, that impact their overall health and well-being(Cockerham 2007; Link and Phelan 
1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 
2010). Higher SES elders may also be better able to negotiate their health care encounters 
(Chew-Graham, May, and Roland 2004; May and Mead 1999; May et al. 2004) because they 
share an understanding of the role that medicine and health care play in health with their 
providers (May 2004). Additionally, by examining SES as an important contextual influence on 
health and health care experiences itself, this dissertation avoids the pitfalls of other research that 
examines SES only as a distal factor that puts people "at risk of risks", rather than considering its 
direct role in health and health care experiences (Link and Phelan 1995: 85;for additional 
discussion of the importance of SES as a fundamental cause, see Lutfey and Freese 2005; 
Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). Although SES certainly impacts 
behavioral and lifestyle factors, it is itself an important factor in the health and health care 
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One set of findings deserves special notice: among the subset of elders who had a USC 
provider, SES did not impact health care experiences - as measured by health care utilization 
and processes of care. Unlike findings on the entire sample which showed clear positive effects 
of SES, SES had no impact on these outcomes in this group. This set of findings seems 
promising: SES-related differences in health care can perhaps be reduced among elders who 
have a USC provider. Having a USC provider may help to equalizes health care experiences 
among elders with different SES because, when a provider sees the same patient continuously, 
they are better able to manage health in a way that avoids the need for additional health care 
visits or SES-related resources, including out-of-pocket copayments and other expenses. 
However, these findings must be regarded cautiously. First, although SES did not 
significantly predict health care experiences in this group, we should not assume that having a 
USC provider totally eliminates the impact of SES on processes of care and health care 
utilization. SES may impact the relationships between providers and patients in less measurable 
ways. For example, different providers may see low and high SES elders in different practice 
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settings, such as high technology urban versus lower income rural areas. Providers may adjust 
their way of interacting with patients based on a patients' SES (as evidenced by clinical practice 
characteristics) such that they may recommend different tests or explain diseases and treatment 
options in different ways based on the patient's health care coverage and ability to pay and 
education. Thus, although high and low SES elders may rate their health care similarly and 
experience similar amounts of health care utilization, these outcomes may reflect actual 
differences in the technical quality (for example, meeting recommended clinical guidelines for 
condition-based care) of their health care. 
Second, these findings may reflect selection effects among low SES elders. Consistent 
with the age-as-leveler hypothesis (Kim and Durden 2007; Schollgen, Huxhold, and Tesch-Romer 
2010), elders who have experienced lower SES across their life course are subject to additional 
health problems and may die at younger ages than higher SES elders (Willson, Shuey, and Elder 
2007). Thus, the low SES elders who have a USC provider examined here may be especially 
hardy and healthy compared to all low SES elders and not comparable to all low SES elders In 
general. In conclusion, despite the promise of these findings- that SES-related health disparities 
are reduced among elders who have a USC provider- we must be cautious in drawing 
conclusions. Additional research should examine whether these findings can be replicated when 
other measures of SES and health care experiences are used, and when potential class-related 
differences in mortality can be controlled. 
Conditional Impacts of Presence of a USC and SES 
In the introduction to this dissertation, I proposed 3 separate potential interactions— first, 
between SES and USC; second, between SES and chronic conditions; and third, between USC 
and chronic conditions. These interactions were tested for all health and health care experience 
outcomes. In the first set of analyses (those among all elders), interactions tested the 
relationships between presence of a USC with SES and chronic conditions separately; in the 
second set of analyses (those among elders who had a USC provider), interactions tested the 
115 
relationships between characteristics of the provider-elder relationship (length of relationship and 
provider type) with SES and chronic conditions individually. 
These conditional relationships were proposed for multiple reasons. First, models of 
health care provision that promote the relationship between SES and USC may unintentionally 
benefit higher SES elders. As has been previously discussed, higher SES elders may be more 
similar to their providers than lower SES elders; higher SES elders may also be more likely to 
understand and/or accept (biomedical) models of health, which likely assists providers and 
patients to define expected and satisfactory care. Thus, higher SES elders may feel more 
comfortable and be better able to negotiate with their providers than lower SES elders. Although 
lower SES elders may benefit from the oversight of a USC, they are less likely to accrue as many 
advantages as higher SES elders. While assessing the presence (and characteristics) of a USC 
and SES separately are importantly, the interaction term allowed assessment of whether or not 
these models unintentionally benefitted elders who were in a position to more comfortably and 
readily negotiate with their providers. 
Second, the relationships that elders have with their USCs and the impact that their SES 
has on their health and health care experiences will vary by the number of chronic conditions. As 
previously discussed, nearly two-thirds of elders have more than 1 chronic illness (Vogeli et al. 
2007); while controlling for chronic illnesses assesses the additive impact of those conditions on 
health and health care experiences overall, the use of an interaction term allows for the 
assessment of the conditional impact of chronic conditions on the relationships between, for 
example, health care experiences and presence of a USC. Thus, chronic conditions may impact 
the health care experiences of elders differently based on whether or not they have a USC. 
Only 2 interactions were significant among all elders. They demonstrate the complex 
relationships between health, health care experiences, SES, and presence of a USC. The first 
interaction suggests that the effects of having a USC on satisfaction with access to care are 
contingent on elders' number of chronic conditions. The second interaction shows that SES is 
indeed related to self-reported health, but is conditional upon chronic conditions. These 
conditional impacts will be elaborated here. 
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Interaction of Presence of a USC and Chronic Conditions on Satisfaction with Access 
Previous research has shown that elders who have a USC have better processes of care 
(Lee and Kasper 1998) as do elders with fewer chronic conditions (lezzoni et al. 2002; Lee and 
Kasper 1998; Nerney et al. 2001). This dissertation found that the relationship between the 
presence of a USC and satisfaction with access to care was conditional on the total number of 
chronic conditions an elder reported. Although elders who had more chronic conditions reported 
lower levels of satisfaction with access overall, elders who had a USC (place or provider) were 
more likely to report satisfaction with access and, importantly, experienced lower declines in their 
ratings of satisfaction with the addition of each chronic condition. Elders may be better able to 
manage their care and receive the access to the types of care that they need, especially when 
they have more chronic conditions, when they have a USC with whom they feel comfortable 
negotiating (Chew-Graham, May, and Roland 2004; May and Mead 1999; May et al. 2004). This 
finding would seem to support the idea that having a USC decreases fragmentation and improves 
care coordination (Blue Ribbon Pane! of the Society of Genera! Interna! Medicine 2007; 
Donaldson 2001; Jee and Cabana 2006; Saultz and Lochner 2005), which is especially important 
for chronically ill elders (Vogeli et al. 2007). 
Interaction of SES and Chronic Conditions on Self-Rated Health 
Consistent with previous research, this dissertation found that elders with higher SES 
reported better self-rated health (Benzeval and Judge 2001; Robert and House 1996; Schollgen, 
Huxhold, and Tesch-Romer 2010; Smith 2005; Young 2004). However, this dissertation found 
that the relationship between SES and self-rated health was stronger among elders who have 
more chronic conditions. For example, high SES elders are more likely to report very good or 
excellent health rather than lower levels of health compared to low SES elders, especially when 
elders have more chronic conditions. No known previous research examines the interaction 
effect of SES and chronic conditions on self-rated health. 
This conditional effect may be the result of the SES-health gradient and the ability of high 
SES elders to do more to manage their health, even when they have more chronic conditions. It 
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may also be related to the multidimensional nature of self-ratings of health discussed previously, 
which takes into account biological, social, and psychological aspects of well-being (Benyamini et 
al. 2000; Guindon and Cappeliez 2010; Idler, Hudson, and Leventhal 1999; Pinquart 2001). 
Higher SES elders may be more able to maintain high levels of psychosocial well-being and 
functional ability through the use of more resources, and thus rely less on their physical health in 
their self-ratings of health, whereas lower SES elders' chronic conditions may become more 
prominent and lead to declines in ability and well-being. Future research is needed to clarify this 
relationship. 
Summary 
In this dissertation, chronic conditions were shown to have significant interactive effects 
on the relationships between (1) presence of a USC and satisfaction with care and (2) SES and 
self-rated health, respectively. Given the prevalence of chronic conditions among elders (Federal 
Interagency Forum on Aging-Related Statistics 2008; Federal Interagency Forum on Aging-
Related Statistics 2010; Vogeli et al. 2007), this is not surprising— more than 50% of community-
dwelling elders reported being diagnosed with hypertension, nearly 50% reported having arthritis, 
and approximately 30% reported a diagnosis of heart disease (Federal Interagency Forum on 
Aging-Related Statistics 2008); overall, nearly two-thirds of elders report more than chronic 
condition (Vogeli et al. 2007). Future analyses should take into account this fact and be careful to 
explore the entire range of potential direct and indirect effects of chronic conditions on health and 
health care experiences. 
What is perhaps surprising is that, among all of the analyses conducted for this 
dissertation, only 2 interaction terms were significant. Chronic conditions did not indirectly 
influence health care utilization among all elders through its interaction with SES or presence of a 
USC. This means that higher SES elders and elders who had a USC did not use especially more 
or less care than their counterparts for each additional chronic condition. For example, lower 
SES elders did not utilize inpatient hospitalizations than did higher SES elders at an increasingly 
higher rate for each additional chronic condition. 
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There were no significant interactions among elders who had a USC provider. This is 
likely due to the fact that there were fewer differences in the impact of SES and provider 
characteristics on health and health care experiences among these elders. Generally, this 
dissertation found that elders who have a USC provider seem to benefit (from better processes of 
care and, potentially, from more care coordination) from better interactions with their health care 
providers, which may result in a more holistic view of their health. 
Overall, these findings lead to the conclusion that models of health care provision, like 
the medical home, which promotes long-term relationships between providers and patients, do 
not unintentionally benefit high SES elders. Although elders who have higher SES may be better 
able to negotiate with their providers because of their shared experiences and social standing, 
this advantage does not multiply when they interact over time with a USC. Instead, models of 
care provision should focus on improving management for chronic illnesses for all persons, which 
were found to be especially important for health and health care experiences. 
Policy and Practice Implications 
This dissertation assessed the impact of a USC and SES on health and health care 
experiences. The relationship between providers and patients has taken center-stage over the 
Iast10 years, as it is central to the medical home, a recently developed model of health care 
provision (American Academy of Family Physicians et al. 2008; American Academy of Pediatrics 
2002; American College of Emergency Physicians 2009). This model focuses on the ability of a 
USC provider to coordinate care (and, in turn, decrease fragmentation) and to understand the 
needs of patients within their social context (American Academy of Family Physicians et al. 2008; 
American Academy of Pediatrics 2002; American College of Emergency Physicians 2009). As 
such, the relationship between providers and patients has become underscored. Although the 
relationship between patients and providers have changed over the last 50 years (Boyer and 
Lutfey 2010; Light and Levine 1988; McKinlay and Marceau 2002; McKinlay and Marceau 2008; 
Starr 1982; Timmermans and Oh 2010) and some sociologists have written of the end of 
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relationships between providers and patients (McKinlay and Marceau 2008; Potter and McKinlay 
2005), it continues to have important implications for health and health care experiences. 
Two sets of implications are discussed. First, the difference between the presence of a 
USC and the processes of the health care are discussed. This section concludes that models, 
like the medical home, need to focus on the type and characteristics of the care provided; as this 
dissertation showed, simply providing elders with a USC is not enough. Second, this dissertation 
examined the implications of these findings for the costs associated with the care of elders. This 
section concludes that the premium and deductible costs associated with Medicare may be too 
high for low income populations, and may result in increased costs because of the need for more 
complex care. 
Differences Between the Presence of a USC and Processes of Care 
This dissertation examined the presence of a USC, the core feature of a medical home, 
because few studies are able to actually measure the presence of a medical home due to the 
variety of ways to conceptualize coordinated, continuous care (Jee and Cabana 2006). The USC 
is a provider or place where a person usually receives care and is the person, according to the 
medical home model, who will help coordinate and contextualize care (American Academy of 
Family Physicians et al. 2008; American Academy of Pediatrics 2002; American College of 
Emergency Physicians 2009). 
In general, this dissertation found that elders who had a USC (provider or place) had 
better processes of care, including less delayed care and more satisfaction with care. However, 
the presence of a USC did not directly impact health care utilization or self-ratings of health. 
Thus, it would seem that elders who have a USC have better processes of care but that the 
The only known data sets that contain a 'medical home' variable are the National Survey on 
Children's Health (2003 and 2007) and the National Survey of Children with Special Health Care 
Needs (2001 and 2005-2006) (The Child and Adolescent Health Measurement Initiative 2011). 
The measure is created from 5 distinct constructs, including family centered and coordinated, 
comprehensive care (Child and Adolescent Health Measurement Initiative (CAHMI) 2008; Child 
and Adolescent Health Measurement Initiative (CAHMI) 2009). However, there is some concern 
that the measures used do not accurately assess the presence of a medical home because they 
rely on parental reports of satisfaction with care (McGrath et al. 2011). 
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presence of a USC does not directly impact other health care experiences or self-ratings of 
health. Interestingly, elders who reported better processes of care (including less delayed care 
and more satisfaction with care) actually did have better health care utilization (for example, they 
were less likely to have at least 1 emergency department visit) and reported higher ratings of 
health. 
This would seem to indicate that it is not simply whether or not elders have a USC that is 
important, but rather what is important is whether or not they can access and are satisfied with 
the care they receive. Thus, the less measureable aspects of the medical home (and other 
models of care provision), like accessibility of care, are as important as the directly measurable 
parts, like whether or not elders have a USC. It is important that, in both policy and practice, 
health care services promote good care practices and not just the nominal relationship between 
providers and patients. 
[-|o3Jtn Care Costs Associated with Medicare Premiums and Deductibles 
Although Medicare offers many elders access to care that they would otherwise not have 
and reduces disparities in care among elders (Card, Dobkin, and Maestas 2004), it cannot 
eliminate disparities in health that are related to a lifetime of accumulated advantage due to high 
SES (Kim and Durden 2007; Schollgen, Huxhold, and Tesch-Romer 2010; Smith 2005; Willson, 
Shuey, and Elder 2007; Young 2004) and cannot entirely equalize access to health care because 
Medicare has substantial premium and deductible fees for enrollees (Medicare and You 2010). 
Throughout the analyses presented in this dissertation, SES remained an important predictor of 
health and health care experiences independent of all other factors among all elders. SES 
impacts health both through access to health care and health resources (Cockerham 2007; Link 
and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010) and through styles of life (Bourdieu 1984 [1979]; Cockerham 2007). The 
medical home is also not designed to eliminate SES-based disparities. 
Despite the intractability of the SES-health gradient (Cockerham 2007; Link and Phelan 
1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and Tehranifar 
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2010), policy should be directed at lowering the costs associated with Medicare. As discussed 
previously, the costs associated with Medicare premiums and deductibles can be substantial 
(Centers for Medicare and Medicaid Services 2010). As seen in this dissertation, elders who 
delayed care because of cost were more likely to have an emergency department visit. Research 
has shown that emergency department visits cost approximately 4.5 times as much as an office 
visit (Machlin 2006). Thus, elders are delaying care because of cost, which would seem to result 
in increased costs because of the need for more intensive services. More support for this idea 
can be found in the analyses examining elders who had a USC provider; among those elders, 
SES did not impact health care experiences. In order to address this issue, policies should be 
implemented that decrease cost barriers to lower cost care (e.g., by providing incentives for 
elders to seek routine and timely office visits) so that health conditions can be addressed before 
they require more intensive health care services of be prevented and elders have access to a 
USC provider. 
Summary 
In conclusion, this dissertation leads to 2 policy and practice implications: first, that health 
care services need to focus on the processes of care, such as patient satisfaction with the care 
that they receive, and not simply the nominal relationship between a patient and a provider and, 
second, that cost barriers to care must be lowered in order to facilitate health care utilization. 
Because most elders have more than 1 chronic condition (Federal Interagency Forum on Aging-
Related Statistics 2010; Vogeli et al. 2007) and see multiple health care providers (Blue Ribbon 
Panel of the Society of General Internal Medicine 2007; Pham et al. 2007), their experiences with 
health care services are especially important for health care outcomes. Improved health care 
experiences could possibly lead to better health, more coordinated care, and lower overall health 
care costs. 
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Limitations and Future Research 
This dissertation is not without limitations. First, this dissertation was unable to assess 
the multidirectional and causal relationships between presence of a USC, SES, and health and 
health care experiences. Because this dissertation utilized cross-sectional data, there is no way 
to know the ordering of causality. This dissertation assumed that SES impacted presence of a 
USC and that both of these factors impacted processes of care, health care utilization, and self-
rated health, in that order. Future research should utilize longitudinal data that would afford a 
better causal understanding of the multidirectional relationships between these measures. 
Secondly, some analyses in this dissertation rely on small sample sizes. For example, 
categories of health insurance had to be combined because few elders reported certain insurance 
configurations. This is not something that can be corrected in this analysis. However, future 
research should clarify the influence of health insurance on the relationships between SES, 
presence of a USC, health, and health care experiences among elders. 
Third this dissertation does not assess all nossib!e Influences on health and health care 
experiences. Although previous research has shown that health is multidimensional and 
impacted by social, psychological, and biological well-being (Benyamini et al. 2000; Guindon and 
Cappeliez 2010; Idler, Hudson, and Leventhal 1999; Pinquart 2001), this dissertation assesses 
only health care impacts on health and health care experiences. Other factors, such as social 
support, mastery, and inclination to use medical services, likely impact these outcomes also. 
However, because the focus of this dissertation was on the impact of health care on health and 
health care experiences, these measures were not included. Future research should include 
these measures in analyses to see if perhaps having a USC is related to feeling of social support 
and mastery, for example, which in turn has an important influence on self-ratings of health. 
Also, this dissertation did not assess other factors that may impact health and health care 
experiences, such as provider-patient demographic congruence (for example, whether providers 
and patients share sex and race/ethnicity characteristics) or whether the impact of SES and 
presence of a USC are conditional upon the patient's age, sex, or race/ethnicity. Each of these 
factors may impact the meanings associated with receiving care from a USC or how health care 
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is experienced. Sociological literature is replete with illustrations about how, for example, males 
and females experience the world in different ways (see, for example, Bird 1997). There is no 
reason to think that these differences end in old age; in fact, these differences may become more 
pronounced, as female elders experience more chronic conditions than do their male 
counterparts and may thus need and benefit more from relationships with their providers. 
However, this dissertation did not assess these diverse factors. Future research should engage 
with the meanings and cultures associated with different demographic characteristics to gain a 
broader understanding of the health and health care experiences of elders. These factors will 
become increasingly important as the population of elders continues to grow and becomes more 
racially and ethnically diverse. By gaining an understanding of the impact of demographic factors 
now, health care services will be better able to meet the needs of elders. 
Fourth, this dissertation utilizes self-report data for certain measures (presence and 
characteristics of a USC, physician diagnosis of chronic illnesses) that have objectively correct 
answers. For example, an elder may have a diagnosis of diabetes but not remember or 
otherwise acknowledge this diagnosis. This dissertation utilizes elder-reported chronic 
conditions, not conditions verified by health care providers and medical records. However, 
previous research has found that elders' reports of their health and health care experiences are 
valid (Bush et al. 1989). Similarly, an elder may not actually know whether or not their USC 
provider is a specialist or generalist, though this information could be verified with their provider; 
no known research has examined whether patients can accurately report their health care 
provider specialty. Future research should attempt to acquire information on conditions and 
providers that have been verified by elders' providers. 
Finally, qualitative research should be undertaken to explore how elders (and all people, 
more generally) classify themselves as having a USC. Reporting that you have a place or 
provider from whom you usually receive care may be relatively straightforward- you do or you do 
not. However, elders who reported that they had a USC provider were then asked to provide 
information about their USC provider, including the type of provider and the length of that 
relationship. How does an elder, who is likely to see multiple providers (Pham et al. 2007), 
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decide which 1 of his/her providers is the 1 that they usually see° This would be especially 
confusing if they have a general practitioner who they only see when they are sick or need a 
prescription refill but a specialist that they need to see rather frequently to manage a specific 
chronic health condition Determining how elders decide which provider is their usual one may 
have important implications for understanding the relationship between providers and patients 
and for the impact that these relationships have on health and health care experiences 
Conclusion 
This dissertation examined the impact of a USC and SES on health and health care 
experiences among elders who receive Medicare The impact of a usual provider has been 
underscored over the Iast10 years due to its importance to the medical home model of care 
provision (American Academy of Family Physicians et al 2008, American Academy of Pediatrics 
2002, American College of Emergency Physicians 2009) Interestingly, at the same time that the 
health care system is renewing its focus on the provider-patiept relationship, sociologists are 
describing the transformation of the provider-patient relationship into a health care encounter 
(McKinlay and Marceau 2008, Potter and McKinlay 2005) While a USC has important 
implications for processes of care, it seems to have no direct impact on health and health care 
utilization, however, processes of care do impact these other outcomes Therefore, the medical 
home, which focuses on the implications that having a USC has for coordinating care and for 
understanding the patient within his/her social context (American Academy of Family Physicians 
et al 2008, American Academy of Pediatrics 2002, American College of Emergency Physicians 
2009), holds promise as a way of improving health and health care outcomes Importantly, and 
expectedly (Cockerham 2007, Link and Phelan 1995, Lutfey and Freese 2005, Marmot 2006, 
Phelan et al 2004, Phelan, Link, and Tehranifar 2010), the presence of a USC and improved 
processes of care could not eliminate the impact of SES on health and health care experiences 
However, contrary to expectations, SES differences in health care experiences were reduced 
among elders who had a USC provider Because SES is itself multifaceted (Lutfey and Freese 
2005, Weber 1946 [1921]), so are its implications (Bourdieu 1984 [1979], Cockerham 2007; Link 
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and Phelan 1995; Lutfey and Freese 2005; Marmot 2006; Phelan et al. 2004; Phelan, Link, and 
Tehranifar 2010). SES has fundamental impacts on health and health care experiences and is an 
important tool in itself for understanding differences in these outcomes (Link and Phelan 1995; 
Lutfey and Freese 2005; Phelan et al. 2004; Phelan, Link, and Tehranifar 2010). 
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ALTERNATE VERSION OF FIGURE 8 
The following, supplemental figure (Figure 9) has been provided as an alternate version 
of Figure 8 ('Predicted Probability of Self-Rated Health by Total Number of Chronic Conditions'). 
In sociology, the use of conditional effects plots is common; however, this is less common in 
other disciplines. Figure 9 is intended to bridge the disciplinary gap and present the information 
in Figure 8 in a more reader-friendly format. Figure 9 shows the stair-step nature of conditional 













Figure 7. Predicted Probabilities of Self-Ratings of Health by SES and 
Chronic Conditions 
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